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RIGHT-SIDED ABDOMINAL PAIN 

Because of the frequency with which right-sided 
abdominal pain, both of surgical and of nonsurgical 
nature, is encountered, frequent study of the many 
possible factors which may produce this phenomenon 
is advisable. 

Only in this way can any physician, whether he 
be specialist or general practitioner, develop and keep 
his diagnostic acumen. 

The modern tendency to depend on laboratory 
aids should not be at the price of slighting the subjec- 
tive and objective evidence present, which can be ob- 
tained by the physician himself in taking the history 
and making a physical examination. Laboratory and 
other mechanical aids should be supplemental, not sub- 
stitutes for subjective and objective symptoms. 

The physician, confronted by an abdominal pain 
problem, might to advantage ask himself the following 
questions: (1) Is the pain due to intra-abdominal 
causes, or is the pathology outside the abdomen? (2) If 
intra-abdominal, is it intraperitoneal, or outside the 
peritoneal cavity? (3) Is the condition one which will 
probably require surgical intervention in the next few 
hours? 

To answer the first question: There are compara- 
tively few acute conditions outside the abdomen which 
cause acute right-sided abdominal pain. By a careful 
examination, the presence or absence of these as a rule 
can be readily determined. 


In answer to the second question: If outside the 
peritoneal cavity but intra-abdominal, there is little or 
no peritoneal involvement and “rebound” tenderness is 
usually absent. The pathological condition in these 
cases is most often in either the urinary tract or the 
spine. Palpation and percussion will reveal maximum 
tenderness and muscular tension at the site of the 
structure affected. 


We come now to the third question: If the signs 
of peritoneal involvement are present with maximum 
tenderness and muscular rigidity near the site of the 
involved viscus and with the presence of “rebound” 
tenderness or pain, the examiner can to advantage con- 
sider the various causes of the acute surgical condi- 
tions of the abdomen in the approximate order of fre- 
quency with which they occur. 

The appendix, of course, holds first place in both 
sexes. Then, in order, we find acute biliary or gall- 
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bladder disease, ruptured peptic ulcer, and intestinal 
obstruction. If the clinical picture does not fit one of 
these conditions, the more infrequent conditions 
demanding abdominal surgery should then receive con- 
sideration. 


If the patient is a female, the three common acute 
gynecological disorders must be looked for: (1) pelvic 
infection (including sepsis following abortion as well 
as acute salpingitis) ; (2) ruptured ectopic pregnancy, 
and (3) ovarian tumor with a twisted pedicle. 

The history and bimanual gynecological examina- 
tion usually will result in a correct diagnosis being 
made. It should be remembered that in ruptured 
ectopic pregnancy, signs of internal hemorrhage are 
usually present to some degree and that careful ques- 
tioning will reveal some disturbance during the last 
menstrual period, either in frequency, duration or 
amount. The ovarian tumor with a twisted pedicle 
will present a sizable tumor mass, for ovarian tumors 
less than two or three inches in diameter do not have 
their pedicles twisted to such a degree that the inter- 
ference with their circulation will produce acute 
symptoms. 


As for the chronic, intermittent or long standing 
right-sided abdominal pain, the symptoms not being 
acute, the condition is not an emergency and more 
deliberate detailed study can be made. Here again the 
appendix is the most frequent offender, but it is doubt- 
ful whether a patient should be subjected to an appen- 
dectomy for a so-called chronic appendicitis unless the 
chronic involvement of the appendix has been proved. 

Many appendixes have been needlessly sacrificed 
on the altar of diagnostic perplexity when a careful 
study would have proved their innocence, and deter- 
mined the real cause. 

In the female, a prolapse of one or both ovaries 
is a very common condition which may produce a 
chronic pain or sense of discomfort low in the abdo- 
men, on either the right or the left side. The frequency 
of this abnormality is not generally realized nor is the 
possible influence of such a condition on later develop- 
ment of retrograde changes in the ovary, generally 
appreciated, 

For the purpose of encouraging a more compre- 
hensive survey of patients who present acute or 
chronic right-sided abdominal pain, the papers in this 
issue of the Surgical Supplement are submitted. My 
thanks to the contributors for their time-consuming 
work. Their real thanks will come from the reader 
who will digest the ideas and suggestions expressed 
and apply them in his daily practice. 

H. L. Coiirns, D.O. 


IMPROVING OUR DIAGNOSTIC SKILL 

The purpose of the Surgical Supplement is to 
place before the profession the various methods of 
surgical diagnosis and treatment. Since surgery is 
an ever-changing and rapidly developing art, few are 
the surgeons who stay abreast of the progress which 
is constantly being made in its practice. However, 
the Supplement is not prepared for the surgeon, to 
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help him keep up with the procession, but instead is 
prepared by him, since the general practitioner should 
have the benefit of the years of training and expe- 
rience of those men practicing surgery who are grad- 
uates of the osteopathic school of medicine. 

The articles it contains are not written with a 
view of subordinating the more distinctively osteo- 
pathic therapeutics to surgery. Rather, the Supple- 
ment is an evidence of the desire on the part of the 
surgeons within the osteopathic profession to cooper- 
ate with the general practitioners to the end that there 
may be a more efficient application of the therapeutics 
distinctive of osteopathy. The general practitioner’s 
increasing ability to recognize surgical problems and 
to have a speaking acquaintance with surgical pro- 
cedures will enhance the prestige of the profession. 

Because of the location of the appendix in the 
lower right quadrant and the gall-bladder in the upper 
right quadrant of the abdomen, the vast majority of 
abdominal surgery is done on the right side. Hence, 
the first symposium in the second volume of Surgical 
Supplements is on the subject of right-sided abdom- 
inal pain. 

In the early experience of most surgeons now in 
practice, right-sided abdominal pain was a matter 
which required only routine diagnostic procedure, since 
most of the conditions which produced a right-sided 
abdominal pain called for surgical intervention. The 
differential diagnosis was held to be of only slight 
importance, since the incision could be enlarged in 
either or both directions, enabling the surgeon to take 
care of conditions of the appendix, gall-bladder, or 
uterine adnexa. It is unfortunate for the patient, as 
well as for the surgical profession, that the diagnostic 
skill many surgeons never improved beyond this 
stage of professional development. It is this 
standard of diagnostic skill which to some extent justi- 
fies public opinion, prevalent today, regarding the 
amount of unnecessary surgery being performed. It 
is undoubtedly true that over-enthusiasm of the sur- 
geon and inadequate diagnostic skill, more than mer- 
cenary inclination, are the causes of most of the unnec- 
essary operations which are performed. 


low 


As one’s experience in the practice of surgery in- 
creases, he is constantly reminded of the recessity of 
improving his diagnostic skill at least eqt aliy as much 
as his surgical technic and he rapidly ac juires a pro- 
found respect for every worth-while diagnostic pro- 
cedure available. Perhaps no better method of illus- 
trating the importance of careful diagnosis in instances 
of right-sided pain can be thought of than to enum- 
erate some of the common errors in diagnosis, 
every general experiences at 
other. The following cases could be collected from 
the records of any surgeon. 

(1) A young woman presents herself with all 
the symptoms of gall-bladder disease. ‘The patient is 
an unmarried girl and gives no history of symptoms 
of pelvic disease; consequently a pelvic examination 
is not made. The patient is referred to the x-ray lab- 
oratory for study to confirm the clinical diagnosis of 
cholecystitis. In the days prior to the us of dye for 


which 


surgeon some time or 
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gall-bladder visualization, the x-ray diagnosis was 
based upon a crescentic indentation of the cap. In 
this case such examination confirms the diagnosis of 
cholecystitis. Surgery is recommended. The abdo- 
men is opened for the purpose of removing the gall- 
bladder. At once, we find the anterior edge of the 
right lobe of the liver adhered to the parietal perito- 
neum on the abdominal wall. The gall-bladder itself 
is normal. Further examination of the abdomen re- 
veals a right tubo-ovarian abscess, for the treatment 
of which another incision low in the abdomen is neces- 
sary.—We now know that pelvic infections, particularly 
those that are gonococcic in origin, often cause an in- 
flammatory process in the region of the gall-bladder. 

(2) A young married woman presents herself 
with gastrointestinal symptoms suggesting gall-bladder 
disease. A thorough examination reveals that the 
abdomen and the pelvis are normal, with the excep- 
tion of slight tenderness over the gall-bladder, 
a palpable lower pole of the right kidney. 
tient is referred to the x-ray 
of gastrointestinal pictures as well as the gall-bladder 
visualization test. The report from the x-ray labora- 
tory is negative for gastrointestinal disorder. Further 
investigation of the kidney shows that the lower pole 
of the right kidney drops below the crest of the ileum 
when the patient is in the erect position. The gastroin- 
testinal symptoms are of such severity that we advise 
fixation of the kidney on the assumption that it might 
have something to do with her symptoms.—The gastro- 
intestinal symptoms do not return following the opera- 
tion, which is a constant reminder of the necessity of 
careful examination of the kidney 
diagnosis of cholecystitis. 


and 
The pa- 
laboratory for a series 


before making a 


(3) A young man presents himself with a pain 
in the lower right quadrant of the abdomen, suggest- 
ing the possibility of a subacute appendicitis. The 
attack is not of such severity as to require immediate 
surgery and a gastrointestinal study is recommended 
for the purpose of verifying the clinical diagnosis of 
appendicitis. X-ray examination reveals an appendix 
which is segmented and which does not empty within 
a period of seventy-two hours following the ingestion 
of a barium meal. Surgery is advised and the ap- 
pendix is removed. The patient makes an uneventful 
recovery and seems all right until four or five weeks 
later, when he has an acute attack of right-sided pain 
which is referred to the bladder. 
blood and pus. 
small ¢ 
orifice. 


The urine contains 
examination reveals a 
calculus presenting itself in the right ureteral 


Cy stoscopic 


Within recent years the urologists have been urg 
ing that flat survey pictures of the abdomen be taken 
before the ingestion of the barium meal to study the 
gastrointestinal tract, the ingestion of barium 
may cover any evidence of calculus in the pelvis of 
the kidney or the ureter. Most x-ray laboratories 
have adopted this routine. 

(4) A woman operated upon for appendicitis 
some ten years before presents herself with’ pain in 
the right side of the abdomen. This pain has per- 
sisted for ten years since the surgery. Recently, 


since 


she 
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was advised to submit to another operation on the 
supposition that the right-sided pain was due to an 
ovarian condition. The husband, not being satisfied 
that pelvic surgery would give his wife relief, de- 
manded further examination. A flat survey picture 
of the abdomen revealed a large calculus which made 
a perfect cast of the pelvis of the kidney. The re- 
moval of the kidney relieved the patient of her right- 
sided pain. 

Instances of this character are so numerous that 
they impress one with the fact that doubtless many 
normal appendixes are removed because of pathology 
in the kidney or ureter. 

On numerous when the abdomen is 
opened in women complaining of right-sided pain, 
and a hemorrhage is discovered in the region of the 
right tube and ovary, the bleeding is coming from a 
ruptured Graafian follicle and there is no evidence 
whatever of disease in the appendix. 

Further study along this line reveals the fact that 
a subacute pain in the lower right quadrant of the 
abdomen on about the fourteenth day following the 
beginning of the last menstrual period, is probably 
due to a hemorrhage from a ruptured Graafian follicle 
rather than to acute appendicitis. 

It probably has been the experience of every sur- 
geon to be called to see a woman with a pain in the 
lower right quadrant of the abdomen and fever during 
the third or fourth month of pregnancy. Laboratory 
reports show a leucocytosis and there may or may not 
be pus or blood in the urine. Imagine the physician’s 
embarrassment upon opening the abdomen at this 
stage of pregnancy and finding a normal appendix, 
and a day or two following the surgery to have her 
fever and pains continue unabated. Urologic exam- 
ination reveals in the majority of these cases that the 
pain was caused by an obstructed ureter and the pa- 
tient was suffering from an acute pyelitis. 


occasions 


We have all had the experience or naving a pa- 
tient return complaining of the same symptoms which 
precipitated an appendectomy. X-ray examination of 
the colon shows a definite filling defect, slow emptying 
time or ileocecal incompetency, which requires a sec- 
ond operation. When the abdomen is opened 
a condition is found in the lower right quadrant which 
is undoubtedly congenital in character, consisting of 
paracecal bands so situated as to prevent normal func- 
tioning of the cecum and last portion of the ileum.— 
One of the fundamental principles of surgery is ade- 
quate exposure for thorough work. Perhaps the addi- 
tional pathology was missed because the first operation 
was performed through a buttonhole incision, one 
which is only large enough to reach the appendix with 
Errors of this type usually are made in an 
attempt to be spectacular. 


again, 


forceps. 


Perhaps there are instances in which a cystic 
Ovary may cause a dull, aching pain in the abdomen, 
but rarely does a moderately enlarged ovary under- 
going cystic degeneration cause a great deal of pain. 
“Pelvic toothache” has probably caused the removal 
of more normal ovaries than any other single symptom 
complex. A woman complaining of a toothache-like 
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pain in the right or the left side of the abdomen is 
sooner or later advised to submit to surgery for the 
removal of an ovary. When the abdomen is opened 
in cases of this kind, the condition of the ovary does 
not justify the severity of pain of which the patient 
complains. However, the surgeon, feeling that the 
pain might be caused by the ovary, often removes it. 
ver a period of years we have found that the ma- 
jority of these cases of “pelvic toothache” are sec- 
ondary to an endocervicitis and are promptly relieved 
after cauterization of the cervix, which amounts to 
the destruction of all the cervical mucous glands. In- 
stances of this character remind us of the necessity 
of visualization of the cervix in addition to our bi- 
manual examination in all women suffering with right- 
sided pain. 

Errors in the diagnosis of right-sided abdominal 
pain caused by failure to recognize an osteopathic 
spinal lesion or sacroiliac subluxation are legion and 
realization of these possibilities makes the osteopathic 
surgeon more conservative. 

Early in the history of osteopathy there were 
many of our practitioners who hooted the idea of sur- 
gery for the treatment of right-sided abdominal pain. 
They advised against surgery even in clinically acute 
cases, including appendicitis, feeling that all pain 
was caused by some spinal abnormality. In right-sided 
abdominal, or any other pain the osteopathic articular 
lesion should always be considered in making a differ- 
ential diagnosis. Few osteopathic physicians in prac- 
tice today would be willing to disregard any of the 
fundamental procedures which are so important in 
arriving at a proper diagnosis. 
ical, abdominal, osteopathic manual, radiological and 
laboratory examinations are all essential when at- 
tempting to diagnose abdominal pain. With a thorough 
understanding of all the diagnostic procedures enumer- 
ated, our percentage of correct diagnoses is still far 
from perfect. 

Since it is the ideal of every real physician to 
do good and not harm, scientific and intelligent diag- 
nostic procedure should be the basis for all forms of 
treatment. Lamp, D.O 


Urological, gynecolog- 


Howarp E 


The Middle Way 

In order that the science and art of medicine may pro- 
gress, extend its frontiers, and increase its usefulness, it is 
imperative that many members of the medical profession con- 
stantly make intensive studies of individual diseases and path- 
ological conditions. However .. . it is just as important, in 
order to prevent repeated slumps and recessions . . . to evalu- 
ate the experiences of the past eternal vigilance is the 
price not only of peace, but for steady progress in every field 
of human endeavor, including medicine. 

Let us remind ourselves that “faddism” always begets 
extremes. One of our greatest faults as a nation is to rush 
from one extreme to the other. This quite general fault, un- 
fortunately, also manifests itself to a certain extent in the 
practice of medicine, and results frequently in discarding true 
and tried procedures which have proved entirely satisfactory 
in exchange for others that are new and happen to be the 
prevailing fad or fashion. With some peoples the old is 
revered for no better reason than because it is old. With us, 
the craze is for the new, just because it is new. Both attitudes 
are wrong and delay medical progress and human progress in 
general.—Edward H. Ochsner, M.D., Medical Record, Sep- 
tember 7, 1938. 
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Right-Sided Abdominal Pain 


C. A. TEDRICK, D.O. 


Denver 


What have the roentgenologist and pathologist to 
offer the surgeon or clinician in solving the problem 
cases in which right-sided abdominal pain predomi- 
nates? Despite the many refinements in diagnostic 
methods, there are still many cases in which complete 
accuracy is impossible. An exact preoperative diag- 
nosis is not of academic interest only, but also of 
practical importance, because when an exact diagnosis 
has been made, the subsequent morbidity and mortality 
will be decreased considerably. Pain, as a rule, is a 
prominent manifestation in abdominal disease. Among 
the many classifications of abdominal pain is that 
which divides it into visceral and peritoneal. Among 
the causes of visceral pain, we find distension or power- 
ful contractions of the walls of the digestive tract. 
Such pain is diffuse and widespread. Peritoneal pain 
tends to be localized, and is accompanied by muscular 
rigidity, tenderness, and cutaneous hyperesthesia. 
Colicky pain, with intervals of freedom from pain, is 
usually the result of obstruction located in a hollow 
viscus. Its victims are restless, moving about in an 
attempt to alleviate the excruciating pain. The pain 
of peritonitis is constant, increasing, and unrelenting. 
The patient lies quiet, usually with his thighs flexed 
on his abdomen. 


These two types of pain are well illustrated in 
the typical acute attack of appendicitis, where the gen- 
eral abdominal pain ushering in the attack is the 
visceral pain arising from the hollow viscus, followed 
by the localized pain caused by peritonitis in the region 
of the appendix. The differentiation of these two types 
is again typified in the colicky pain of biliary calculi 
and the peritoneal type of pain observed in a ruptured 
peptic ulcer. 


Abdominal pain of right-sided location may arise 
from changes which are in origin: (1) Inflammatory ; 
(2) cardiovascular; (3) respiratory; (4) urogenital; 
(5) systemic; (6) gastrointestinal ; (7) cerebrospinal ; 
(8) skeletal; (9) muscular: (10) endocrine; (11) al- 
lergic; (12) lymphatic; (13) neoplastic. All of these 
may be accompanied by right-sided abdominal pain 
as a predominant symptom at some stage in their prog- 
ress. All must be considered at times in a differential 
study of right-sided abdominal pain. 


Pain of Inflammatory Origin.—Appendicitis still 
ranks as the number 1 offender in production of right- 
sided abdominal pain, consisting of from 75 to 90 per 
cent of such lesions. Diseases of the gall-bladder and 
bile ducts rank next, then in order, renal and ureteral 
lesions, gastric and duodenal conditions, diseases of 
the female genital system, intestinal obstruction, and 
acute peritonitis. X-ray examination of the intestinal 
tract, to identify disease of the appendix, is not ad- 
visable during the acute inflammatory stage of the 
disease. If the diagnosis is questionable, a flat survey 
abdominal radiograph is both permissible and advis- 
able, to rule in or out obvious renal or biliary calculi. 
Here a decision must be made early in the process, 
as there is no time to await the passage of a barium 


meal. In fact, administration of barium is contra- 
indicated. The objections are too obvious to be stated. 


In appendicitis the hematologic picture offers posi- 
tive valuable data and is quickly and easily accom- 
plished. The leucocytosis may vary from 12,000 to 
35,000. The figure depends upon two factors: the 
severity of the infection and the resistance of the 
patient. A well-marked leucocytosis usually indicates 
a good defensive mechanism. A mild leucocytosis 
means that the body is not reacting well or else the 
infection is too feeble to call forth a leucocytic reac- 
tion. Leucocytosis may be absent or very low when 
the infection is so severe as to overwhelm the defen- 
sive mechanism before it can react. A sudden fall 
in a very high leucocytosis may be a first warning of 
a fatal outcome. 


The Schilling classification or index of granular 
leucocytes as an added diagnostic aid has been popu- 
larized in recent years. This method, in our opinion, 
affords the most valuable indicator as to the amount 
of bone marrow stimulation. It should be done in 
every instance where a differential count is made. In 
general, the number of immature white cells is an 
indicator of the severity of bone marrow stimulation, 
but it does not necessarily follow that this finding is 
proportionate to the severity of a certain infectious 
process. When the degree of cellular immaturity is 
marked, the blood picture is commonly referred to as 
exhibiting a “shift to the left,” or a shift toward im- 
maturity. It is important that the findings of a Schil- 
ling index be carefully interpreted. It is unwise to use 
these figures as an aid to prognosis though they may 
have diagnostic value. It is unwise to accept cellular 
immaturity as positive proof of the existence of an 
infection, because many things can cause bone marrow 
stimulation, and infection is only one of them. Im- 
maturity of white cells, then, is simply an indication 
that the bone marrow is subjected to excessive stimu- 
lation. 


If the acute condition of the appendix is not rec- 
ognized and the patient is not operated upon for any 
reason, certain pathologic processes develop about the 
cecum which are readily identified with the aid of a 
barium meal. The most common finding is fixation 
of the cecum or the appendix. Fixation or limitation 
of movement of the cecum indicates the presence of 
adhesions. Adhesions cause obstruction and obstruc- 
tion either mild or severe may cause right-sided ab- 
dominal pain. The cecum may be found fixed high, 
low, or in a normal position in the abdomen. Knowl- 
edge of such a condition, if conveyed to the surgeon in 
advance of surgery, means that he will have to handle 
the intestines that much less because he knows where 
to find his structure. Tenderness to digital manipula- 
tion under the fluoroscope usually means that a patho- 
logic condition is present. A patulous or incompetent 
ileocecal valve is a frequent finding in this lesion. 


Whether the appendix fills or fails to fill is of 
dubious diagnostic or prognostic value. One that does 
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not fill often indicates a more serious condition than 
one that does fill with barium. The one that fails to 
fill may be bound down with adhesions, either of in- 
flammatory or mesenteric orgin. If it does not accept 
barium in sufficient amounts to enable one to visualize 
it, it still may receive small amounts of fecal residue 
from the fixed, static cecum. This residue has as much 
trouble getting out as it has getting in, and consequent- 
ly becomes a potential nidus of infection or putrefac- 
tion and produces either a colicky condition of the ap- 
pendix or a gangrenous one. 


On the other hand, if the appendix fills readily 
and empties within 36 to 48 hours, it is not considered 
dangerous or pathological. The position the filled ap- 
pendix occupies is of importance ; evidence of the adhe- 
sions; the presence of fecaliths; the finding of a seg- 
mented type of appendix; the kinked type; the ex- 
tremely elongated type fixed or clubbed at its distal 
extremity; the type that tends to stay behind the 
cecum (post-cecal) and is visualized only by manual 
displacement; the type that fills only after 36 to 48 
hours have elapsed—all of these types are of diag- 
nostic import and are visualized during a thorough 
gastrointestinal x-ray examination. 


There are many signs of diagnostic import to be 
found about the region of the ileocecal valve, which 
when properly interpreted give an answer to one of the 
causes of right-sided abdominal pain. Oftentimes 
when the appendix fails to fill with a barium meal, a 
barium enema may be given. This visualizes the entire 
colon, bringing out many important diagnostic signs 
pointing to the origin of a right-sided abdominal pain. 


Visualization of the terminal ileum often results 
in finding the cause of a chronic low right-sided pain 
when the terminal ileum is found in close juxtaposition 
to the cecum and forms a sharp angulation with the 
cecum at the ileocecal valve. Also the position of the 
terminal ileum, its mobility or immobility, and its 
tension when observed under the fluoroscope may give 
one the answer as to the cause of pain. Many patients 
return after appendectomies with the same painful 
syndrome they had before operation because of failure 
of the surgeon to correct the pathology involving the 
terminal ileum. 


When studying the filled colon during a barium 
enema, the hepatic flexure must be observed carefully. 
Its position and mobility will often reveal the clue 
needed. The hepatic flexure fixed very high is most 
apt to be held there by omental adhesions. These are 
always painful because of peristaltic activity putting 
a constant tug on the flexure. If the flexure sags 
markedly a “sewer trap” flexure is formed producing 
a more or less constant cecal stasis productive of right- 
sided pathology and pain. Adhesions between the 
hepatic flexure and the gall-bladder are quite common 
and are readily visualized on x-ray study. Postopera- 
tive adhesions following cholecystectomy, while not 
common, must be thought of when making a gastro- 
intestinal study when the gall-bladder is known to 
have been removed. 


Inflammatory diseases of the liver, the gall- 
bladder, and its ducts are productive of right-sided 
abdominal pain. Roentgen ray studies of the gall- 
bladder and ducts are, in fact, a functional test of the 
secretory powers of the liver ; the patency of the ducts ; 
the storage and concentrating powers of the gall- 
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bladder; and the emptying time and ability of the 
gall-bladder in response to food or drugs in the duo- 
denum. It is a routine part of a thorough gastro- 
intestinal visualization of the digestive mechanism. 
This test devised by Graham and Cole has been used 
many years and its usefulness has never been denied. 
It is more than a visualization of the gall-bladder; it 
is a true study of the physiology of the gall-bladder 
and ducts. The dye used in this test may be given 
either orally or intravenously. Its administration is 
fraught with no serious consequences or complica- 
tions. But the dye should not be given in the face 
of obstructive jaundice or acute inflammations of the 
liver or gall-bladder. 


Oxalate stones are easily visualized without the 
aid of the dye, but the softer stones far outnumber the 
oxalate type and the dye is necessary to visualize the 
former. Oftentimes the obstruction causing biliary 
pain is a mucus plug and here the dye accurately lo- 
cates the trouble. Right-sided pain is often diagnosed 
by this most useful procedure. 


Inflammatory or obstructive diseases of the genito- 
urinary tract are quite often productive of right-sided 
pain. There are two approaches to this problem 
through the medium of roentgen rays, namely, the 
intravenous route and retrograde pyelography. In the 
intravanous method of examination (of more recent 
origin than pyelography), a drug capable of being 
concentrated and excreted rapidly by what is called 
a “thrust excretion” is employed. This drug is 
radiopaque in even moderate concentration. The drug 
is given slowly and radiographs made of the entire 
tract immediately following injection and at regular 
intervals thereafter until the roentgenologist is satis- 
fied with the results and can render an opinion. This 
method is applicable in children or wherever it is in- 
advisable to employ the retrograde method. Of course, 
in obvious obstructive lesions of the kidney or ureters, 
it is not advisable to use the intravenous method. 
The intravenous method has one distinct advantage 
over the retrograde method in that in the former the 
resultant radiographs give the true morphology of 
the calices, collecting tubules, kidney pelvis, and ureter, 
while in the latter an opaque substance under pressure 
is injected mechanically through catheters, which tends 
to distort the true morphology of these structures. 
The retrograde method of pyelography usually is em- 
ployed because its field of usefulness includes visual- 
ization of the pathological condition and the applica- 
tion of therapeutic methods at one and the same time. 
The implanting of indwelling ureteral catheters enables 
one to study the kidney both visually and functionally. 
Therefore, since right-sided pain so often originates 
in kidney and ureter, pyelography is an indispensable 
aid to the diagnostician. 

The clinical laboratory, apart from the x-ray, of- 
fers a wide field of tests applicable to problems of 
the genitourinary tract. Sometimes the simple chem- 
ical and microscopic study of the urine provides a 
quick clue and diagnosis. The phenolsulfonphthalein 
test can be relied upon to give information, but this 
test is far more accurate when obtained from segre- 
gated collections through indwelling ureteral catheters. 


Blood chemistry has advanced to the point where 
it is quite routine and is often overworked. Too often 
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the clinician or surgeon calls for “a complete blood 
study” or a “complete blood chemistry” not realizing 
that he is asking often for “excess baggage.” As 
each patient is examined, the physician should give 
thought to the chemical and biological changes under- 
lying the signs and symptoms observed, and then plan 
his laboratory requests with the object of securing a 
clear mental picture of these fundamental changes. 


We have already discussed diagnosis of appendi- 
ceal, renal, and biliary lesions by the x-ray. Next in 
numerical order among causes of right-sided abdom- 
inal pain comes gastric and duodenal lesions. The 
opaque meal visualizes with ease and accuracy the 
morphology of these structures. The opaque meal 
has been used almost ever since the inception of the 
fluoroscope. Experience is a requisite to recognition 
of lesions productive of pain in this region as depicted 
on the fluoroscope and the finished radiograph. It 
is only necessary to mention here the highlights of 
diagnosis of painful pathology, such as delayed empty- 
ing time amounting in some instances to total obstruc- 
tion; flat peptic ulcers producing alteration of the 
rugae; incisurae and niches of the penetrating ulcers; 
massive deformities of the neoplasms; alteration and 
fixation of the duodenal bulb; fixation and deformity 
of any portion of the duodenum or jejunum, etc. All 
of these are diagnostic of lesions capable of producing 
right-sided abdominal pain. There is one obvious con- 
traindication to the use of an opaque meal and that is 
acute inflammatory or obstructive lesion. The obvious 
obstructive lesion will be identified readily and its loca- 
tion ascertained by studying the shadows of the gas 
pattern portrayed in an abdominal survey radiograph. 
It is well always to make an abdominal survey before 
the administration of either an opaque meal or enema. 

Diagnosis of a ruptured viscus can be made with 
the fluoroscope by placing the patient in a semi-reclin- 
ing position and watching for collection of gas under 
the dome of the diaphragm on either side. The pattern 
of this gas shadow is distinctive as it is not gut en- 
closed and is flat. 

Much can be learned in these radiographs of diag- 
nostic import relative to the cause of right-sided pain. 


Chemical estimations following the use of various 
types of test meals are of limited value. In some cases 
the information is indispensable, especially where the 
cause of a right-sided pain is quite obscure. Gastros- 
copy is still in its development stage and has no 
particular place in this discussion. It is mentioned 
here only to indicate that it has possibilities and may 
sometime develop into a useful diagnostic adjunct. 


Diseases of the female genital system are produc- 
tive of low right-sided abdominal pain. Because of 
the accessibility of these organs to local examination 
the roentgen ray is not so often employed as a diagnos- 
tic aid. X-ray examination is indicated here to rule 
in or out adjacent structures which might be provoca- 
tive of right-sided pain. Pelvic structures can be visual- 
ized following the injection of air into the peritoneal 
sac. This procedure is described as transuterine pneu- 
moperitoneum and is accomplished by the injection of 
air through the uterine canal and fallopian tubes into 
the peritoneal cavity. The resultant gas shadow throws 
the pelvic structures into relief and they can be vis- 
ualized. An occasional cystic ovary or tumor of other 
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pelvic organs, can be located in this manner and 
possible cause of right-sided pain determined. 


Hysterosalpingography also can be employed for 
diagnostic purposes. In this procedure sterile opaque 
solutions such as lipiodol, are injected through the 
same tract. The patency of the fallopian tubes and 
size, position, and direction of the uterus can be accu 
rately portrayed on the film, but these methods are 
seldom used except in selected gynecological cases 
when they would be of advantage. 


Occasionally transabdominal pneumoperitoneum 
can be used to advantage in locating tumors in the 
abdominal cavity. Again this method should be used 
only when all other methods have failed. 


Right-sided abdominal pain having its origin in 
a volvulus, intussusception, embolus or infarction is 
always so acute that it is imperative that an early or 
immediate decision be made. An abdominal survey 
radiograph gives aid in diagnosis only as one can in- 
terpret the gas pattern portrayed on the film. Some- 
times this study is exceedingly helpful in arriving at 
an early diagnosis and decision as to therapy. 

Pain of Cardiovascular Origin.—Many extrinsic 
factors are known to produce right-sided pain, simulat- 
ing at times the abdominal crises and catastrophies. 
It is important that these extrinsic factors be recog- 
nized in time to avoid useless and harmful surgical 
procedures. Coronary disease manifested by attacks 
of severe abdominal pain, nausea, vomiting, fever, 
and leucocytosis, is particularly likely to be confused 
with upper abdominal lesions producing right-sided 
abdominal pain. Passive congestion and enlargement 
of the liver at times simulates a neoplasm. Lesions 
of the pericardium, angina abdominis, abdominal 
aneurysm, acute vascular occlusion of the mesenteric 
vessels, and other vascular catastrophies must be 
thought of in differentiating right-sided pain. Care- 
ful fluoroscopic and radiographic studies of the heart 
and vascular structures of the abdomen are a vital aid 
in this differential study. 


The kymograph is a fairly recent device for the 
study of the movements and for mensuration of the 
heart. It is especially useful in the differential study 
of these cardiovascular lesions. 


Pain of Respiratory Origin. — We have long 
known that pneumonia can simulate many of the acute 
abdominal crises. A central pneumonic lesion espe- 
cially makes this diagnosis difficult. The fluoroscope 
is indispensable in the differentiation and diagnosis 
of this condition. The fluoroscope enables the diagnos 
tician to visualize the movements of the diaphragm, 
study the mediastinum for central lesions and other 
lung pathologies which might be mistaken for abdom- 
inal pathology. A good safe rule before any abdominal 
operation is performed is to insist upon a careful chest 
fluoroscopic study. The possibilities of diagnostic er- 
ror are too numerous to mention, but one can avoid 
most of them by using the fluoroscope on every case. 


Pain of Systemic Origin.—Systemic infections 
often are ushered in with acute abdominal manifesta- 
tions. Malaria is one of these. Also involvements of 
the ileocecal lymph nodes and Peyer’s patches in the 
ileum during scarlet fever are other possibilities in 
which the clinical laboratory comes to the aid of the 
diagnostician in determining the etiology of the pain. 
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will often clear up an obscure diagnostic picture. Cases 
of heavy metal poisoning in which there is no fever 
or «abdominal distension, but only extreme pain, call 
for an intensive study of the vomitus, stool, urine, 
and blood. Here the clinical laboratory is indispensable. 
Other systemic conditions simulating acute abdominal 
crises in which the clinical laboratory will aid are 
syphilis, measles, typhoid, typhus, undulant and para- 
typhoid fevers, septicemia, Banti’s disease and hemoly- 
tic icterus. 

Pain of Cerebrospinal Origin.—Lesions of the 
cerebrum often produce abdominal symptoms. Gastric 
crises of tabes are always associated with severe 
abdominal pain. Herpes zoster produces severe abdom- 
inal pain at times. Lesions of the spinal nerves, in- 
cluding such conditions as neurofibroma, intercostal 
neuralgia, cord neoplasm, transverse myelitis—all of 
these at times are productive of abdominal pain and 
this pain can be on the right side. In these cases the 
use of the roentgen ray cannot result in a positive 
diagnosis, but it can help to eliminate true abdominal 
pathology and thereby save the patient from unneces- 
sary surgical intervention. 

Occasionally the intraspinal injection of lipiodol 
into the subarachnoid space is used to locate tumors 
and obstructions of the neural canal. It is compara- 
tively simple and offers no serious complications as 
long as strict aseptic technic is employed. Once in- 
jected, the lipiodol cannot be recovered, and remains 
visible under the fluoroscope or in the radiograph for 
years, 

Pain of Skeletal Origin.—It is absolutely neces- 
sary that spinal examination be made in all cases 
of abdominal pain, whether right-sided or not. Not 
only manual palpation, but also careful spinal radio- 
graphs often will reveal a pathologic process which 
is manifesting itself as right-sided abdominal pain. 
Cases of this type simulating gall-bladder disease 
have often been found. In my own experience, I 
have encountered several cases of osteoarthritis of 
the seventh to twelfth thoracic segments in which 
hypertrophic processes had completely ankylosed these 
segments, producing typical symptoms of gall-bladder 
It is of interest that the lipping and anky- 
losis was confined entirely to the right side of the 
vertebrae. Tuberculous caries of the vertebrae often 
produces abdominal pain, right-sided in location. | 
have in mind the case of a man who had a cholecys- 
tectomy for the relief of a right-sided pain. His pain 
persisted after operation. Shortly thereafter while 
radiographs were being made for visualization of pos- 
sible spinal injuries, a _ well-defined tuberculous 
spondylitis was found. This was the cause of his 
right-sided pain. Metastasis of malignant tumor cells 
to the vertebrae may also be the cause of right-sided 
abdominal pain. Only by the intelligent use of the 
roentgen ray can one hope to diagnose some of these 
conditions accurately. Adequate differential diagnosis 
is almost impossible without this aid. 


Pain 


disease. 


of Endocrine Origin.—Imbalance of the 
endocrine secretions can produce right-sided abdom- 
inal pain. Here neither the x-ray nor the clinical 
laboratory offers a great deal of help. Much is ex- 
pected and hoped for in the clinical laboratory, but 
standarized tests are not yet available. Those that are 


again helps in a purely negative manner by eliminat- 
ing many possible causes. 

Pain of Allergic Origin.—Lesions can occur in 
the intestinal tract as the result of allergic phenomena. 
This has been confirmed at operation by finding such 
conditions as edema or giant urticaria of the bowel 
wall. In other allergic conditions operations have 
been performed for relief of right-sided pain when 
the suspected pathology appeared to be chronic ap- 
pendicitis, peptic ulcer, cholecystitis, renal colic, and 
intestinal obstruction. An eosinophilia found in the 
hematologic picture should make one suspicious of 
an allerge manifestation or intestinal parasites. Care- 
ful laboratory study plus the use of scratch or skin 
protein tests should be of invaluable assistance in 
these cases. 

Pain of Lymphatic Origin —Acute lymphadenitis 
of the mesenteric glands on the right side will so 
simulate an acute attack of appendicitis in children 
that an appendectomy will almost invariably be per- 
formed. The hematologic picture shows a leucocytosis 
out of all proportion to the usual count in acute ap- 
pendicitis. In Hodgkin’s disease occasionally the 
mesenteric lymph structure enlarges and produces 
pain with a very confusing clinical picture. The 
laboratory will help diagnose the condition and the 
roentgen ray, therapeutically applied, relieve the 
symptoms. 


Pain of Neoplastic Origin—Involvement of any 
of the intestinal structures by malignant new growths 
may produce abdominal pain, whether right-sided or 
not. Here the x-ray is often the medium through 
which an accurate diagnosis can be made. Some- 
times a careful elimination of all possibilities by em- 
ploying all of the dye and opaque methods of visual- 
ization is required before the disease is detected. 


The surgeon who ever remains a skilled general 
practitioner as well, remembering his signs and 
symptoms and faithfully employing the x-ray and 
other clinical laboratory procedures, will have little 
to fear from the pitfalls of diagnostic error in those 
troublesome cases characterized by right-sided ab- 
dominal pain. 


Lamb Hospital, 
1560 Humboldt St. 


Relation of Heredity to Occurrence of Cancer 


Maud Slye [in Radiology for October, 1937] maintains 
that, in order to breed out cancer, human records are impera- 
tive. The necessity for human records is the same, irrespective 
of any details of a genetic theory; indeed, they would in time 
prove the correctness or the error of any genetic theory, and 
they would be the court of last appeal. Any step actually to 
breed out cancer may lie far ahead, but the glory will be to 
those who actually do it; and when it is done it will be a 
routine procedure. If specific types and sites of tumor can be 
ruled out of mouse families, they can be ruled out of human 
families. This future procedure can be made possible by the 
simple method of taking adequate records now and assembling 
them in a central bureau where they can be of service. A 
study of such human records would show the attending spe- 
cialist the probable type of diseases to be expected in a family 
as the result of ancestry, the meaning of symptoms, some- 
times fatally hard to ascribe to their cause but which have 
been presented before in the family, the probable reaction to 
types of treatment, and the probable prognosis.—Jour. Am 
Med. Assn., Dec. 4, 1937 
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Abdominal Pain 
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Right-sided abdominal pain from functional or 
organic disturbances of the nervous system and 
the skeletal tissues presents a diagnostic problem 
of considerable frequency. It can simulate visceral 
disease, particularly of the chronic type, and oc- 
casionally it is severe enough to resemble an acute 
surgical problem. We review here some of the 
somatic tissue changes which can at times produce 
this symptom. In the surgical history of many 
hospitals it is undoubtedly true that many times, 
failure to recognize the origin of right-sided ab- 
dominal pain from somatic causes has led to unneces- 
sary intervention. 


There are two types of abdominal somatic 
pain: The one of greatest frequency is a referred 
pain through the nervous system, originating in 
spinal pathology of an osteopathic, orthopedic, or 
nervous nature. The second type is the pain as- 
sociated with direct strain or injury to the ab- 
dominal muscles themselves. 


Referred Pains.—Opinions vary as to the exact 
nature of referred pain. One of the earliest con- 
ceptions was that of MacKenzie who postulated 
the theory of an irritable focus in the spinal cord, 
resulting in a hyperesthesia of all structures inner- 
vated from the involved segment or segments. 
Morley maintains that the so-called referred pains 
from viscera are really somatic pains resulting from 
an extension of the pathological condition to the 
parietal peritoneum which has a somatic innerva- 
tion. Davis and Pollock have reported experiments 
and observations from which they conclude that 
the phenomenon of referred pain results from re- 
flexes carried over the autonomic nerves entirely, 
the somatic manifestations resulting from the lib- 
eration of sensitizing substances around the nerve 
endings of sensory nerves. These theories are 
mentioned to point out that the subject of referred 
pain does not lend itself to dogmatic treatment. 


Many referred pains in the abdominal wall are 
the result of pathological conditions in the under- 
lying viscera. These visceral changes may be or- 
ganic and surgical in their nature or may belong 
to the functional group of visceral disturbances re- 
quiring conservative management. This discussion 
does not include referred abdominal pains from 
nonsurgical visceral disease. 


A referred pain along the course of a nerve 
results from some irritation to the reflex centers 
in the cord with which that nerve is in connection. 
This irritation may come from irritation at the 
periphery of other sensory nerves which go tu 
the same reflex segments or it may result from in- 
flammations affecting the posterior root ganglia or 
the cord itself. 


Osteopathic articular lesions from the sixth 
thoracic segment down may cause pain in the ab- 


dominal wall, either bilateral or unilateral. These 
pains most frequently are dull and chronic in char- 
acter, rather than severe and acute. The writer 
has encountered several cases which simulated 
chronic gall-bladder and chronic appendiceal condi- 
tions. The patients had been fortunate in consult- 
ing surgeons who followed painstaking diagnostic 
studies and who felt that there were not sufficient 
indications for surgery. The pains responded to 
osteopathic manipulative treatment—in the case of 
those attributed to the gall-bladder, to articular 
lesions between the sixth and eighth thoracic ver- 
tebrae, and those attributed to the appendix to 
lesions from the tenth thoracic to the third lumbar 
vertebrae. Another patient with symptoms of renal 
colic on the right side was examined but there 
were no indications for surgery. Symptoms which 
had been severe for four to five days responded to 
correction of a lesion between the tenth and elev- 
enth thoracic segments. 


Many minor discomforts in the abdominal wall 
are frequently encountered in routine osteopathic 
practice. Without the understanding of the role 
of structural irritations as possible causes of re- 
ferred pains and painful muscular contractions, 
these cases present puzzling problems to the sur- 
geon and the internist. 

Spinal arthritis may be considered as an ad- 
vanced stage of the pathology found in any osteo- 
pathic lesion. In arthritis the simple inflammatory 
changes of the lesion have progressed to the chronic 
stage, with fibrosis, hypertrophic or atrophic articu- 
lar changes, with bony proliferation or absorption 
respectively. Nerve root pains of varying severity 
have long been recognized as accompanying fea- 
tures of spinal arthritis. They are probably reflex 
in nature from the sensory irritations occurring 
around the arthritic joint, although some clinicians 
attribute them to pressure on the nerve roots as 
they emerge through the proliferated fibrous and 
osseous tissues of the spinal joints. These pains 
are slowly developing, rather steady, and frequently 
bilateral rather than unilateral. They may be con- 
fused with the pains of chronic visceral disease. 

Less frequently encountered pathologies of the 
spine should be considered wherever abdominal 
pain might possibly be caused by diseases of the 
vertebrae or their supporting structures, compres- 
sion of the disc, or crush fractures. These include 
unrecognized fracture of the vertebrae, herniation 
of the nucleus pulposus of the intervertebral disc, 
tuberculosis of the spine, metastatic or primary 
malignancy of the spine. Most of the last named 
conditions can be detected on x-ray examination 
and are more simple diagnostic problems than the 
osteopathic lesions referred to above. 


Diseases of the nervous system itself also cause 
right-sided abdominal pain, the most spectacular 
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of which is the gastric crisis of tabes and the most 
frequent of which is herpes zoster. 

Herpes zoster can involve any sensory nerve in 
the body. When the disease has progressed to 
the stage of vesicle formation, the diagnosis pre- 
sents few difficulties. For a period of from one 
to three days prior to the appearance of skin 
changes, there is found a steady, deep pain which 
may be confused with the pain arising from acute 
visceral disease. The intercostal nerves are af- 
fected by herpes most frequently, and involvement 
of the lower four to six intercostals will give pain 
in the abdominal wall. The anterior divisions of 
the lumbar nerves also reach the lower quadrant 
and the inguinal region. 


The symptoms of cord tumor are protean in 
their manifestation and can give rise to nerve root 
pains which may resemble the pains of arthritis, 
of tabes, or of herpes. The diagnosis of cord 
tumor is a difficult task, but the usual laboratory 
and x-ray methods of abdominal diagnosis, the his- 
tory, and the absence of radiographic evidence ot 
spinal disease, should at least point to the possibility 
of cord involvement and justify the necessary ex- 
aminations to determine its existence. 

Probably the gastric or intestinal crises of 
tabes dorsalis have in the past been responsible for 
more errors in diagnosis which have led to emer- 
gency surgery than any other neurological condi- 
tion. The frequency of these errors in the past 
and the better understanding of neurological syph- 
ilis have insured greater diagnostic care in these 
cases in current practice. The laboratory tests for 
syphilis are generally available, some of the stig- 
mata are usually present, and the physical findings 
and laboratory findings in the acute surgical condition 
are atypical and questionable in these cases. 

Of the less common neurological disorders 
myelitis and combined sclerosis should be men- 
tioned. The history of their onset and other symp- 
toms should readily clear up diagnostic difficulties. 

Direct Muscular Pains —Acute muscular pains 
in the abdomen are not particularly common, and 
when “they do occur can usually be traced to some 
traumatic strain, such as a sudden lift, wrench or 
jar. They occur from the same type of trauma 
which can produce an inguinal hernia. The diag- 
nosis depends on the history and is only difficult 
when the injury precipitates visceral disease or in 
the case where trauma may have produced direct 
visceral damage and hemorrhage. Simple acute 
myositis may produce or accompany febrile reac- 
tions on the part of the patient. This is true of 
psoasitis, and the deep abdominal pain accompany- 
ing a febrile psoasitis may be confusing. The blood 
picture, the pain on movement, and the related 
symptoms will help in the differentiation of psoas- 
itis and other forms of acute muscular abdominal 
pains from acute surgical conditions. 


Dull, deep chronic pains in the right side of the 
abdomen are not infrequently caused by structural 
stresses and strains. The muscular tensions pro- 
duced by rib lesions or by abnormal thoracic or 
lumbar curves may produce pain which may be 
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confused with gall-bladder or liver disease. These 
pains are more often found in association with 
osteopathic spinal lesions than with the organic 
and more marked muscular changes of scoliosis. In 
scoliosis the gradual changes in structure tensions 
seem to develop in such a way that the muscles and 
ligaments adapt themselves without pain. 


In the lower right quadrant, pelvic twists, pel- 
vic rotations, sacroiliac and lower lumbar joint 
strains do, at times, produce puzzling abdominal 
pains. Tension on the inguinal ligament will pro- 
duce pain in the muscular attachments to the liga- 
ment. The lower or distal portions of the abdominal 
muscles, particularly the external oblique, can be 
in painful contraction as a result of osteopathic 
lesions. Many cases are seen in osteopathic prac- 
tice in which abdominal pain, possibly suggestive 
of tubal, ovarian or cecal disease, disappears upon 
correction of structural tension. 

The recognition of the role of the interrela- 
tionship of structure and the mechanisms through 
which structural conditions produce symptoms and 
predispose to visceral disease is a field in which 
the osteopathic surgeon and internist are pre- 
eminently qualified. The conception of body struc- 
ture in terms of body mechanics is not widely held. 
Lack of the conception leads to errors in diagnosis 
and in treatment. The way to avoid these errors 
is first of all to recognize that the symptoms of 
abdominal pain may result from somatic condi- 
tions and to consider the history, the anatomic find- 
ings and the distribution of the pain with this 
possibility in mind. Osteopathic methods of diag- 
nosis contribute in a definite way to an accurate 
appraisal of abdominal pain. 
~~ 25 E. Washington St. 
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Judgment 


The status of every branch of science, every profession, 
every business, rests upon a mass of supposedly established 
and accepted facts. Whether these are true or not does not 
matter, as far as their influence upon the branch of science, 
the profession or the business is concerned. They dominate 
it; and progress can be made only as increased knowledge dis- 
places error or as these “facts” are changed to meet new con- 
ditions. This “consensus of opinion” makes for and establishes 
a “conservatism,” which forces the discoverer of new truths 
not only to promulgate them but to fight for their acceptance. 
Such conservatism prevents many unproved and false theories 
from being accepted, and in this manner renders valuable aid 
to science. At times, it prevents; at other times, it postpones 
the acceptance of truths and hinders progress. This delay in 
recognizing truths caused Claude Bernard to say: “Those who 
sow on the field of science are not destined to reap the fruit 
of their labors,” meaning that recognition is so slow that it 
comes after the scientist is dead. New discoveries depend 
upon increased knowledge or new application of known facts; 
but alas, those who sit in judgment upon them too often 
render their opinion without familiarizing themselves with the 
facts upon which they are based—Frances Marion Pottenger, 
M.D. “Symptoms of Visceral Disease.” Ed. 5. The C. V. 
Mosby Co., St. Louis, 1938. 
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The Appendix Factor in Gynecological Conditions 


ALBERT COLLOM JOHNSON, D.O. 
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In the diagnosis of abdominal disorders there 
is no constantly reliable or convenient aid in the 
form of “standardized” symptoms or physical find- 
ings. This is true, and especially so, of the lower 
right abdominal quadrant. Volumes have been 
written about that particular region. Lecturers 
have passed many pleasurable hours attempting to 
teach their pet methods by which correct diagnoses 
are obtained, and still the family physician goes on 
about his business of diagnosing and treating, more 
often right than wrong, and perhaps relying solely 
upon his hunch when symptoms persist in remain- 
ing topsy-turvy. 


From the gynecological viewpoint, the lower 
right portion of the abdomen is more interesting 
than the left because of the appendix which usually 
is in the immediate neighborhood. And it is be- 
cause of the presence of the fickle appendix that we 
dare not look upon the pain deep in the lower right 
quadrant as of strictly gynecological origin. The 
appendix has a way of showing up in situations 
where it is least expected, and he who attempts 
to disregard it as a factor in abdominal pain (unless 
it has been removed previously) is likely to find 
himself embarrassed at the operating table. 

It is quite easy to make a diagnosis of appendi- 
citis if the pain-nausea-fever triad is plainly in evi- 
dence, along with rigidity of the abdominal muscles 
and tenderness at McBurney’s point. And if the 
white cell count is in the 15,000 range, we are 
usually willing to wager our hard-earned funds 
that the appendix is at the bottom of the trouble. 

Such symptoms as those are classical. The 
female patient who presents such a clear picture is 
to be congratulated. If, in addition, she has em- 
ployed an intelligent physician, she is quite safe. 
However, if the patient has a pain somewhere in 
the lower right quadrant of the abdomen but has 
no particular tenderness on pressure, and no evi- 
dence of rigidity, and if one or more of the other 
standard symptoms of appendicitis are missing, 
maybe she is not so safe, even if in the care of the 
same intelligent physician. For in such cases the 
physician is inclined to temporize, hoping the mist 
of uncertainty will drift away and that a few more 
hours will shed light upon a puzzling situation. 

The patient may be in danger, for the appendix 
may be residing in the cul-de-sac; it may be 
gangrenous; it may be perforated. And if one of 
those things be true, the appendix has not a chance 
to wall itself off from the peritoneal cavity because 
of a lack of embracing omentum and coils of ileum. 

Standardization shouts out the diagnosis, but 
when symptoms lack standardization, danger may 
be great. The oddities puzzle even the most clever 
diagnostician. 


I do not know how to write a paper on gyne- 


cological disorders in the lower right quadrant of 
the abdomen without keeping a weather eye on the 
mischievous appendix. If that important organ 
has been removed, my task is easy. But a scar on 
the abdomen is not evidence that can be trusted 
implicitly. I have, in a number of cases, removed 
appendixes that other surgeons had presumably re- 
moved years previously. 

And what is true of the appendix is true of 
the ureter. If the patient, as she is about to leave 
the hospital following a satisfactory (to the sur- 
geon) surgical operation, informs the operator that 
he forgot to take out her pain, the chances are ten 
to one that the ureter has something to do with 
the case. Here, again, diagnosis is obliged to how 
before the enthusiasm of mechanical surgery. 


Of course, no critic should be too harsh toward 
the physician who forgot all about the ureter while 
he built his diagnostic castle. Perhaps he didn’t 
realize that ureteral pain often spells urinary ob- 
struction, and that urinary obstruction calls forth 
infection, leucocytosis, nausea, indigestion, temper- 
ature rise, and so forth. 


In plain language, the diagnosis of trouble in 
the lower right quadrant of the female resolves it- 
self into a problem of ruling the appendix in or 
ruling it out of the picture, at the same time re- 
membering the ureter as a possible etiological 
factor. 

There are a number of pathological conditions 
of the lower right quadrant that are seldom seen, 
and because of this they are seldom correctly di- 
agnosed. A dermoid cyst of the ovary is usually 
labeled “chronic appendicitis,” “chronic pus tube,” 
or “cystic ovary.” Torsion of a tube or pedicle 
calls for nice surgical judgment on the part of the 
physician. The ensuing progressive symptomatol 
ogy in these twists with or without complete 
strangulation are puzzles fit for any diagnostician. 
The seepage of blood into the peritoneal cavity in 
these cases does remarkable things to the white cell 
count. He who looks upon leucocytosis as purely 
infectious in nature is due for surprises. 


Endometriosis, various ovarian malignancies, 
ileal distortions, strangulating peritoneal bands, 
etc., are occasionally to be reckoned with. A sound 
foundation of fundamental knowledge and a free 
use of diagnostic adjuncts are of advantage in all 
such diseases. 


Ectopic pregnancy localized in the right pelvis, 
or in the left for that matter, is seldom diagnosed 
prior to rupture of the enveloping tissues. Most 
tubal pregnancies are ripe at six weeks, often before 
the patient suspects conception. The missed men- 
struation of the previous month engaged the pa- 
tient’s attention for a week or so, but the oncoming 
bloody discharge set her mind at rest. Then came 
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THE APPENDIX FACTOR 
the sudden stabbing pain in the lower abdomen 
accompanied by a feeling of faintness. 


Prior to rupture, ectopic pregnancy is not a 
painful condition. Pregnancy is physiological, 
whether in a fallopian tube or in the uterus, and 
physiological processes are not painful processes. 
Consequently, if a swollen tube is found on bi 
manual examination and the swollen tube is 
markedly tender, it is not a pregnant tube. A 
diagnosis of “pus tube” will be more nearly correct. 
If the tube is swollen and not tender and the patient 
complains bitterly when the examining fingers bend 
the uterus, a diagnosis of tubal pregnancy is per- 
missible, especially if in the history one missed 
menstruation followed by a show of bloody dis 
charge is recorded. A strict attention to these 
details will result more often in the correct diag 
nosis of tubal pregnancy prior to rupture. 


Ectopic pregnancies, in the great majority of 
cases, almost diagnose themselves, following rup- 
The alert physician misses but few of them. 
The flow of blood into the peritoneal cavity brings 
on a train of symptoms quite characteristic of 
calamity in the lower abdomen. The patient is in 
great pain, and if not too deeply shocked, com 
plains bitterly. Increased tension in the lower 
abdominal musculature with increase of pain on 
pressure are sufficient findings to brand the condi- 
tion as surgical. If the history is suggestive; if 
bending the uterus causes extreme pain, and if the 
symptoms of blood loss are in evidence, a diagnosis 
of ruptured ectopic pregnancy is almost certainly 
correct. If the white cell count ranges between 
18,000 and 30,000, the diagnosis is “clinched.” (A 
teaspoonful of blood in the peritoneal cavity will 
send the white cell count soaring.) 


ure. 


In the ruptured ectopic pregnancy the appen 
dix factor must be taken into consideration. Ap 
pendix pain comes suddenly. In this it apes the 
tubal rupture. However, the appendix pain usually 
is high in the abdomen in the beginning, and gets 
low only after a lapse of some hours. The appendix 
pain seldom sends the patient into shock, as does 
the hemorrhage from a ruptured ectopic pregnancy. 
The appendix pain, at first in the upper or mid- 
abdomen, becomes somewhat localized as the hours 
pass, whereas the pain of intraperitoneal hem 
orrhage becomes more and more diffuse as the 
gathering blood-pool encroaches more and more 
upon fresh peritoneal surface. As mentioned be- 
fore, the moderate leucocytosis of acute appendicitis 
contrasts with the high count of ruptured ectopic 
pregnancy. 


In either condition the treatment is surgical 
without delay. One must make certain that the 
bleeding ectopic case has retained sufficient blood 
in her veins to permit safe operation. If the 
hemoglobin index is below 70 per cent, transfusion 
prior to operation should be considered. If the 
hemoglobin is under 60 per cent, operation is de 
cidedly hazardous. If the reading is below 45 per 
cent, any anesthetic or any major operative pro- 
cedure can hardly prove other than fatal. One or 
more transfusions will usually raise the hemo- 
globin percentage to a safe level. Operation should 
then be done without delay. 


IN GYNECOLOGICAL 


13) 
CONDITIONS—JOHNSON 345 
In a large surgical practice the cases calling for 
a nice differentiation between acute appendicitis and 
acute salpingitis are frequently encountered. Acute 
salpingitis is nearly as common as appendicitis in 
city practice. Because most authorities teach non 
intervention in the acute tubal infections, the 
surgeon is inclined to withhold the knife until there 
has been some “cooling” of the inflammatory 
process. And this willingness to temporize often 
permits a more careful consideration of the appen- 
dicitis factor in a given case. 


The “hot tube” patient is an ill patient, and 
her illness seems to differ from that of a similar 
patient suffering with acute appendicitis. In the 
first place the patient with salpingitis has a higher 
temperature range than has the patient with appen- 
dicitis. Her thermometer reading passes the ap- 
pendicitis standard at high speed, usually passing 
103 F. and very frequently 104 F. A temperature 
reading of 105 F. is sometimes seen. Chills are 
not uncommon in cases of salpingitis. Leucocytosis 
is present in both illnesses, but it usually ranges 
higher in the tubal cases. : 


It is my opinion that the most important points 
of differentiation between acute appendicitis and 
acute salpingitis are to be found in the bimanual 
examination. Appendicitis fails to impart to the 
examining fingers the sense of heat and congestion 
of the vagina and surrounding tissues present in 
acute salpingitis. Appendicitis fails to “fix” the 
uterus in its position so that any pressure of the 
fingers wrings a cry of pain from the fearful patient. 
Appendicitis is not the cause of the profuse intra 
vaginal discharge that comes away on the glove, 
a discharge that has recently arrested the patient's 
attention. Appendicitis could hardly produce the 
nodular and exquisitely sensitive thickening poster 
ior to the uterine fundus. 


Such findings bespeak peritonitic involvement, 
it is true, and there are occasional cases in which 
periappendiceal abscess takes up its abode in the 
pelvis and makes a differential diagnosis extremely 
difficult. 

Over a period of many years one learns by ex 
perience to make an intelligent diagnosis in most 
instances. Whether the decisions come by way of 
little subjective or objective hints grasped sub- 
consciously through the senses of sight, touch, and 
smell, or whether the diagnoses are the result of 
just plain deduction, it is difficult to state. 





746 Collingwood. 





It is true that the embryo surgeon today does not always 
admit that the road to success must lead through the study 
of pathology. To learn technic is easy, but to acquir¢ 
judgment, based so largely as it must be on pathological 
knowledge, is a very different matter. He who prides him 
self on being a practical surgeon may be “ever learning, and 
never able to come to a knowledge of the truth.” Such a on 
is given to peruse the statistics of end results, bristling with 
sources of fallacy, instead of looking to pathology for 
guidance in the difficult art of practice. A first-hand know] 
edge of pathology is the only safe guide for the hands of the 
surgeon, however skilled those hands may be.—William Boyd, 
M.D., “Surgical Pathology.” Ed. 4. W. B. Saunders Co., 
Philadelphia, 1938 
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Pain, which means so much to the patient and 
which takes him to the physician for the relief 
thereof, is often the cause of much confusion and 
error to the examiner. Anyone who has been in 
practice for some time fully realizes how variable 
and inconstant, not to mention how inaccurate it 
may be as a diagnostic measure. To discuss pain 
as an entity would require much more space than 
is allotted in this symposium. Instead, we shall 
attempt to confine our paper to right-sided pain, 
as a result of a urological problem. 


In discussing pain due to urinary disease, we 
must realize that the kidney proper is not supplied 
with sensory nerves in the parenchyma, and it is 
not until there is swelling of the renal capsule, or 
inflammatory process involving the mucous mem- 
brane lining the kidney, that we elicit the pain 
symptom. It is this which enables widespread dam- 
age to be accomplished without the patient being 
aware of the damage taking place. It is, therefore, 
vitally important that in making a physical exam- 
ination of a new patient careful attention be paid 
to the region of the kidneys, remembering that pres- 
sure over the costovertebral angle will often elicit 
tenderness and act as a clue for further study. 


While on the subject of routine examination, too 
much emphasis cannot be placed on the fact that 
frequently urinalyses will be negative. This may 
be caused by complete blockage of one ureter or 
it may be due to nonfunction of a diseased organ. 
It is essential that more than one study be made 
on urine from different days before we can properly 
evaluate any abnormality. 


But suppose a patient is complaining of right- 
sided abdominal pain. What are we to do about it 
and what is the condition most frequently mis- 
diagnosed? Undoubtedly, the commonest error 
which the urologist is called upon to correct is the 
erroneous diagnosis of acute appendicitis. This is 
usually made in a person who may or may not 
have been previously well, who is awakened in the 
middle of the night with an acute lancinating pain 
in the lower right quadrant and which localizes in 
a short time over McBurney’s point. There is us- 
ually nausea and vomiting, elevation of tempera- 
ture, and oftentimes a leucocytosis. This certainly 
would call for a diagnosis of appendicitis were it 
not for the fact that often the pain has been pre- 
ceded by a backache, and the fact that the pain 
began a little higher in the quadrant. All too fre- 
quently the patient is rushed off to the hospital 
and an appendix ruthlessly torn from its abode. 
Had a urinalysis been made, delay might have re- 
sulted in a more accurate diagnosis. 


Renal colic is usually quite characteristic and 
typical in its clinical picture. Too frequently, how- 
ever, a general practitioner believes that renal colic 
means but one thing—renal calculus. This is a 
false belief, as colic can be caused by any one of a 
number of conditions. It is an attempt on the part 


of the ureter to pass down along its course some 
foreign body, whether that body be stone, debris, 
crystals, pus, or organized clot. Further, the ureter 
may well pass this substance silently until it 
reaches the lower third and a physiologically nar- 
rowed portion of the ureter. Here it throws the 
ureter into spasm and we have our acute attack of 
pain as mentioned previously. 


Were we confronted only with the occasional 
mistaking of acute renal pain for appendicitis we 
would not mind, but what about the chronic pain 
in the right side? We cite a case which well illus- 
trates the problem: 


Patient an unmarried Irish girl, aged 38 years, 
by occupation a domestic, had had lower right quad- 
rant pain for eighteen years. Her appendix was 
removed without relief of symptoms. Later her 
right ovary was removed, with still no improve- 
ment, and then surgery for “adhesions” was per- 
formed. All of these procedures failed to bring her 
relief. The discomfort was not always present, but 
sufficiently so as to prevent her from working. 
These attacks were productive of nausea and vomit- 
ing, and were not relieved by posture. Finally she 
tried osteopathy, and an x-ray was advised. Study 
revealed a small shadow in the region of the right 
ureter. She was accordingly studied urologically, 
but the urine was found absolutely negative. A 
catheter passed up the right ureter without obstruc- 
tion, but did place a calculus in a dilated portion 
of the ureter three centimeters from the bladder. 
Obviously, with no obstruction there was no back 
pressure in the kidney and no infection took place. 
Manipulation was tried, and failure to secure the 
stone was followed by ureterotomy through a right 
rectus incision, at which time a small calcium oxa- 
late stone 1.5 cm.x 1 cm. was removed with con- 
siderable difficulty from the ureter. Patient was 
discharged in two weeks perfectly well and has 
been working hard ever since. 


This case is more or less unusual, but does 
show definitely that our approach in a surgical 
problem should be careful and not entirely with 
preconceived ideas. In the vast majority of cases 
in which pain is present, urinalysis does show the 
presence of blood or pus, and surgery will be de- 
ferred until more careful study can be made. There 
are few admissions to the hospital of such emergency 
that time cannot be taken to determine whether or 
not the kidneys are normal. In those cases which 
really might have appendicitis in conjunction with a 
renal lesion it requires only an hour or two to do 
an intravenous urogram, and while this might not 
be absolutely satisfactory from a_ radiologist’s 
standpoint, it will almost always be sufficiently in- 
formative to enable the physician to follow the 
proper procedure. 

While stone is undoubtedly the greatest offender 
in causing right-sided pain, from a_ urologist’s 
standpoint, close on its heels is the infected kid- 
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ney. We can readily see from our study of renal 
colic w hy we get confusing elements in acute pain. 
In almost every instance, however, in the infected 
kidney we do have swelling of the capsule, and 
we are enabled to make our diagnosis more secure 
by palpation of the costovertebral angle and in par- 
ticular by elicitation of a positive sign on percus- 
sion over that place. 


Renal tuberculosis rarely produces confusing 
pain. When we remember the age incidence and 
the fact that early polyuria, particularly at night, 
occurs, there should be little time lost in tracing 
the urinary symptoms to their source. It may, 
however, on rare instances cause some debris to be 
thrown off and passed down the ureter, in which 
case a colic might ensue, but here again the find- 
ings of the urine should clear up the origin. 


Misplaced kidney may be a cause of right- 
sided pain. In discussing this condition we would 
like to differentiate it from the movable kidney, 
which will be discussed later. While not a com- 
mon condition, it does occur in a frequency of about 
1 in 1,000 persons, more frequently occurring on the 
left side, although in our three cases, two of these 
were on the right side. Not a few of these kidneys 
are malformed, but may be apparently normal un- 
til some disease, to which these organs are par- 
ticularly liable, attracts attention. The diagnosis 
is established by the discovery of (a) a tumor lying 
low in the pelvis, usually on the promontory of the 
sacrum; (b) the absence of kidney from the same 
side; (c) pyelographic proof that the tumor in that 
region is kidney; (d) the presence of pyuria or 
hematuria, and spasm of the bladder particularly 
worse at time of menses. Quite frequently these 
are confused with ovarian cysts. Naturally the ad- 
vent of infection and inflammation will cause swell- 
ing of the capsule, and it is the presence of this 
which causes the patient to seek the physician. 


Movable kidney must be distinguished from 
real “floating” kidney, which is a congenital condi- 
tion and rare indeed. It is entirely surrounded by 
peritoneum which clothes its pedicle and forms a 
mesonephros. It requires an intraperitoneal oper- 
ation for its relief. The movable kidney, however, 
moves within the perirenal fascia. It is not a rare 
condition, figures from the London Hospital show- 
ing that of 2,801 females examined, it was present 
in 18 per cent, but of this group only about one- 
fifth had symptoms from it. The pathology and 
etiology cannot be discussed in this paper. The 
symptoms are indeed wide in their range, and when 
pain is present it is quite typical. In most in- 
stances, the patient will state that she feels “some- 
thing loose.” Renal pain is felt in two places, pos- 
teriorly at the costovertebral angle, and anteriorly 
at the tip of the ninth costocartilage and about two 
inches below this point. It is this point which cor- 
responds to the position of the pelvis and vascular 
pedicle. There may also be attacks of severe pain 
on the side involved. When this occurs, there is 
usually enlargement of the organ. The pain of 
movable kidney is aggravated by movement and re- 
lieved by rest. It may have been first noticed on 
turning in bed, and is almost always increased at 
the time of the menstrual period. Diagnosis is 
easy as the organ is usually palpable and a positive 
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index is gained by a 
position. 


urogram made in the erect 


Dietl’s crisis is the name which is given to an 
acute attack of pain occurring in a patient with 
movable kidney. This may be due to the kidney 
dragging on the pylorus or bowel by adhesions, or 
to torsion of the vascular pedicle or to kinking of 
the ureter. If the stomach or bowel is affected, 
there is general abdominal pain as a rule, though it 
may be confined to the epigastrium. Vomiting and 
collapse are usual occurrences. Later the bowel 
becomes tympanitic. Where the ureter is ob- 
structed, there is no distension of the abdomen, but 
there is swelling of the ureter, and later the kid- 
ney becomes definitely palpable, the urine is dimin- 
ished, and there may be complete anuria. After last 
ing a few hours to several days, the symptoms clear 
up and the swelling disappears. This is followed 
by the finding of blood, hyaline, and granular casts 
in the urine. A distended gall-bladder is apt to 
prove the most confusing in diagnosis, but the ab- 
sence of jaundice and other symptoms should cause 
no real problem. 


Perinephritic abscess may cause right-sided 
pain. History of preceding infection, even of small 
extent, may cause a localized abscess to form. Here 
we are not helped in our study by a urinalysis until 
the abscess has spread sufficiently through into the 
parenchyma where it may connect with a calyx 
and thus discharge its pus into the urinary tract. 
Diagnosis must be made from the clinical picture 
of infection, point-tenderness over the renal area, 
blood count, and the history of pyogenic infection 
previously. Roentgen study may or may not help, 
the presence or absence of the rectus shadow being 
a valuable aid in this respect. Not infrequently 
_ diagnosis is not completed until exploration is 

one. 


Renal injuries are obvious causes of pain. As 
a rule there is no difficulty in recognition of the 
same, but occasionally a slight rupture of the kid- 
ney, which has been and should be, treated con- 
servatively, may cause a hematoma to form. Some 
weeks or even months later this may become in- 
fected and necessitate intervention of one sort or 
another. 


Renal tumors in their beginning rarely, if ever, 
cause pain. The early diagnosis rests entirely upon 
pyelography. Prior to the introduction of this 
method, the recognition of growth was dependent 
upon the finding of renal bleeding, plus a palpable 
mass. Unless there is occlusion of the ureter 
through the mass involving the same with resultant 
swelling of the capsule, or distention of the organ 
itself by the same cause, we do not have pain as a 
diagnostic symptom. The use of the x-ray, plus 
cystoscopic study, will in most every instance show 
the source of the trouble. 


Abnormalities of the ureter may cause right- 
sided pain. This may take the form of an actual 
inflammation, acute or chronic, and a part of a gen- 
eral picture of extension of infection downward 
from the kidney, or it may be part of a local condi- 
tion, as stricture. The cardinal picture of this is 
pain along the course of the ureter and in the kid- 
ney. The discovery of hydronephrosis may be the 
first indication of the disease. The diagnosis is 
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easily made, the extent of the dilatation measured, 
and the position of the obstruction located by means 
of intravenous and retrograde pyelography. 

Right-sided pain may occur from cryptorchidism. 
Most of these patients seek advice on account of 
a swelling in the groin, which, on examination, re- 
veals an imperfectly descended testis, associated or 
not with a hernia on that side. The patient, (or the 
parents, if the patient is a child) is usually aware 
that there is no testicle in the scrotum on that side. 
Pain is present and is the prominent symptom in 
about 25 per cent of the cases. This may be mod- 
erate and constant, or it may be in recurrent at- 
tacks, less frequently it may be severe. A careful 
examination of the scrotum for its contents will, 
of course, show the presence or absence of testicle. 

A testicle which is misplaced is obviously sub- 
ject to any of the inflammatory diseases of a nor- 
mally placed testicle. Thus, a gonorrheal epidi- 
dymitis will be found, or we may find mumps or 
tuberculosis. The abnormal location renders it par- 
ticularly liable to trauma, and recurrent attacks of 
inflammation from this cause are common. Ad 
hesions form between the testicle and the external 
abdominal ring, and the testicle is rendered les- 
mobile. The pain is usually severe, and may be ac 
companied by vomiting and collapse. Strangulated 
hernia or acute inflammation of lymphatic glands 
of the groin may simulate this condition. The his- 
tory of recurrent attacks of inflammation and the 
absence of the testicle from the sacrotum are im- 
portant aids in diagnosis. 


Torsion of the testicle may cause right-sided 
pain. In most cases when this condition is found 
there is also imperfect descent of the organ, but 
some cases have occurred in which a fully de- 
veloped organ was the seat of volvulus. Abnor- 
mality of the cord is a prerequisite. According to 
Lauenstein, the cord is broad and the testicle lies 
with its long axis horizontal. From the lower end 
of the testicle the vas deferens arises, while the 
principal group of veins passes to the globus major 
at the upper end. Rotation of the horizontally placed 
testicle leads to twisting of these structures. More- 
over, the testis appears to be unduly mobile within 
the tunica vaginalis. The exciting cause is usually 
muscular exertion or injury, and attacks have been 
induced by crossing the legs. 

The attack is initiated with a sudden severe 
pain in the testicle and side, extending to the lower 
part of the abdomen and loin. Collapse and vomit 
ing may occur and the patient is pale and sweating 
with a drawn, anxious expression. The temperature 
is subnormal at first, but is often elevated to as 
high as 102 F. in a few hours. The pulse is rapid 
and abdominal distension is found and constipation 
is often present. The conditions most often confused 
are strangulated hernia and inflammation of the 
lymph glands of the groin. 

It should be obvious therefore, that these few 
conditions which have been mentioned should be 
considered when studying right-sided pain. A log- 
ical approach to the problem, the maintenance of a 
calm, clear head, the close cooperation between the 
internist, the radiologist and the urologist, are of 
the utmost importance. The administration of 
anodynes and sedatives is to be undertaken with 
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great reserve, first, in order not to mask symptoms, 
and second, as the administration of opiates 
tends to gas up the bowel, and makes a proper 
radiographic study difficult if not impossible for a 
day or two. If we exclude the real acute appendi- 
citis, there are few conditions which are of actual 
surgical emergency, even renal hemorrhage rarely 
being of sufficient amount to endanger life before 
proper study can be made. In conclusion, as a 
last thought we would like to emphasize the idea 
that no surgery should ever be undertaken in a 
patient for a chronic condition until the urinary 
tract has been carefully and exhaustively studied. 

~~ 1526 N, Sixteenth St. 


The Pearl of Greatest Price 


Osteopathy is the therapeutic “Pearl of Greatest 
Price.” It is the direct heritage bequeathed by Dr 
Andrew Taylor Still to members of the osteopathic pro- 
fession. It is for them to have and to hold, to amplify 
and to extend, to adapt and to conform its fundamental 
conceptions to meet the ever-changing exigencies of the 
healing arts. 

It is as senseless to argue that the original concep- 
tion of osteopathy was fina! and complete as to contend 
that James Watt’s conception of the steam engine was 
incapable of refinement or that Benjamin Franklin had 
exhausted the possibilities of electricity when he touched 
his knuckle to the key attached to the kite string. 

True, the fundamental concept of the lesion is exact 
It is a natural mechanical proposition, but its influence, 
its applicability is susceptible to expansion and to change, 
te keep pace with the ever-widening range of knowledge 
of the reactions of the human machine. 

It is for us, the legatees, to carry on the work initiated 
by Dr. Still to the end that his contribution to the heal- 
ing art may develop, expand, and bloom into the fullness 
of its therapeutic possibilities. 

This will require work. It is time-consuming. There 
is an investment of expense attached to it. But, all in 
all, such effort is stimulating, invigorating, and refreshing 
mentally. As its influence widens, there is a feeling of 
well-being in the knowledge that the suffering of human- 
ity is being curtailed to a corresponding degree. 


This trusteeship is in a sense a sacred honor. The Old 
Doctor never intended that it should be hidden under a 
bushel. He expected his followers to use it and to adapt 


it to meet the necessities of their daily work. And we should 
by use temper it to a flexibility and to a keenness of edge 
that will make of it the therapeutic weapon of the future. 

He never expected his followers to prostitute his dis- 
covery by making it a tail to any other therapeutic project. 
To him it was the center, the “piece de résistance” of the 
healing art. 

No one system of healing is complete in itself. Each 
has its every one its limitations. Osteopathy has a 
wider field of usefulness than any other system. In fact, 
were I compelled to adopt one single system with which to 
combat disease, I would choose my hands, for I know that 
those hands, guided by Dr. Still’s contribution to the healing 
art, osteopathy, would do more to relieve suffering humanity 
than could be 
combined. 


uses, 


accomplished by both medicine and surgery 


Osteopathy must not be submerged in, or subservient to 
medicine! It must not be handicapped by an inferiority 
complex or an apologetic mien. It must not be dragged into 
the gutter of therapeutic disrepute by ignorance, laziness or 
incompetency! Its therapeutic chastity, like Caesar's wife, 
must be kept ever above reproach—George J. Conley, D.O., 

The College Journal, Kansas City College of Osteopathy 
and Surgery, Kansas City, Mo. Vol. 22, No. 5, October, 1938 








Volume 38 
Number 5 


THE JOURNAL OF THE 
AMERICAN OSTEOPATHIC ASSOCIATION 


Published monthly by the Anterican Osteopathic Association 








Publication Office, 1140 Lake Street, Oak Park, III. 
Editorial Office, 540 N. Michigan Ave., Chicago, Ill. 
Address all communications to the Chicago Office 
Cable address: “Amerosteo” 





RAY G. HULBURT, D.O. miele 
ye | | | Re 
«=F yi ee | a , ee 

EXECUTIVE COMMITTEE 
PIG i ccncrseniivnininieninnans ARTHUR E. ALLEN, Minneapolis 
PRESIDENT-ELECT. FRANK F. JONES, Macon, Ga. 
Past PRESIDENT EDWARD A. WARD, Saginaw, Mich. 
CHAIRMAN PROFESSIONAL AFFarRSs........P. W. GIBSON, Winfield, Kans. 
CuatrMAN Pusiic AFFAIRS............ F. A. GORDON, Marshalltown, Iowa 
EXecuTIVE SECRETARY R. C. McCAUGHAN, Chicago 


‘ ———— | 
-éissistant Editor 
....Business Manager 


























Subscription 


Five Dollars a year in advance 








Vol. 38 January, 1939 No. 5 








A.M.A. INDICTED 

The American Medical Association, three other 
medical societies, and twenty-one individuals, includ- 
ing Dr. Morris Fishbein and four other officers of 
the A.M.A., were indicted by a Federal grand jury 
in Washington on December 20, charged with violat- 
ing the anti-trust laws by conspiring to wreck a group 
health organization. The action of the officials head- 
ing the government’s anti-trust division in seeking 
this indictment was reported on page 587 of THE 
JournaL for August, showing that the M.D.’s were 
charged with “ ... an attempt on the part of one 
group of physicians to prevent qualified doctors from 
carrying on their calling and to prevent members of 
group health associations from selecting physicians of 
their choice.” There was mention also of “ .. . con- 
trol over methods of payment for services involving 
the economic freedom and welfare of consumers and 
the legal rights of individual doctors ... ” 

These M.D.’s and their organizations have not 
been convicted in the courts; they have not even been 
brought to trial. In court the question at issue will 
be whether their course is a technical violation of the 
law in its present form. They openly confess the 
acts with which they are charged, and the remarks 
of the Attorney General have been interpreted to 
mean that if the government should be unsuccessful 
in this court action, efforts will be made to write into 
the law provisions which will be effective. 

It is a principle of Anglo-Saxon justice that the 
accused is assumed to be innocent until he is proved 
guilty. But it is likewise axiomatic that when one 
admits the acts charged, further proof is not nec- 
essary. 


In the courts there may be a long battle ahead. 
But before the high tribunal of public opinion, the 
culprits have plead guilty, and the people have gone 
a long way toward losing any of the illusions still 
held as to the high aims so long professed by these 
self-styled guardians of a sacred trust. 

Many of the general public, in many states, over 
many years, have’ been learning of the high-handed 
acts of the medical trust. For them it was not essen- 
tial, though as a legal procedure it probably was nec- 
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essary for the grand jury in this case to take testimony 
from witnesses from other states who, according to 
the newspapers, could give evidence of widespread 
discriminatory action by the American Medical Asso- 
ciation and its constituent county medical societies, 
toward physicians who had entered contract practice 
similar to that in the District of Columbia. 

Many of the people who have observed the tac- 
tics of organized allopathy have longed for the day 
when its tyranny could be curbed. May it be possible 
that at last organized allopathy has caught a tartar in 
a group of its own members toward which it is tak- 
ing a stand identical with that which it has mani- 
fested notoriously against other regularly licensed 
physicians and surgeons for years? The osteopathic 
profession and its friends have long believed that 
the policy of organized allopathy in excluding from 
hospitals which it neither owns nor finances, regu- 
larly licensed osteopathic physicians and surgeons, 
by the device of so-called “hospital approval” (even 
though in many cases the lay directors of such hos- 
pitals were not in sympathy with such a policy), is 
not in the public interest. In fact, it has many times 
been charged that such action is on a par with the 
much criticized lockout system which has come in 
for so much condemnation. 

To shift the metaphor quickly, although the 
American Medical Association claims that it is not a 
trade union, yet even the racketeering groups parad- 
ing under the guise of legitimate trade unions have 
not attempted to enforce any more drastic discrim- 
inatory regulations than those about which organized 
allopathy actually boasts. 

The fact that organized allopathy has so many 
times and in so many places taken such an unfair 
attitude toward doctors of osteopathy inevitably tends 
to bring a feeling of gratification to many of us in 
connection with such a development as this. Such 
feelings should not blind us to the fact that any such 
mass condemnation of physicians as is inherent in 
the present proceedings inevitably has its repercus- 
sions in relation to all physicians. 


We cannot help thinking of the reactions which 
this indictment will call forth in the various state 
legislatures in the coming year, when allopaths, not 
satisfied with what they are able to accomplish by 
legal and extra-legal rules and regulations, begin to 
put into operation their avowed intention to seek leg- 
islation to restrict osteopathic physicians and surgeons 
in their practice rights. 

Will the solons realize that the American Medical 
Association and its politico-medical leaders have been 
indicted for trying to do to members of their own 
school of practice what they have done (and got 
away with doing) to members of other schools of 
medical practice for the last half century? Will 
they see that Fishbeinized medicine continues to hold 
itself superior to government and to the freedom of 
the American people to choose for themselves? 


Others have made that mistake. 
R. C. Mc. 
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INTERDEPENDENCE OF ANESTHETIST 
AND SURGEON 

Since time immemorial, means to alleviate pain 
and suffering have been sought. The great stum- 
bling block to advances in surgery was the absence 
of suitable anesthetic agents. But the discovery of 
such agents did not mark the end of the road. Pres- 
ent-day accomplishments of anesthesia have been 
made possible largely by a number of anesthetists 
who have been indefatigable seekers after improve- 
ment. They have been dissatisfied with anesthesia 
which implied only obtundation of pain and pro- 
vision of a suitable operative field. They have 
sought, in addition, a maintenance during narcosis 
of as near normal physiology as possible. Within 
the last few years anesthesia has been almost a 
virgin field, with the result that its development 
has been rapid, gratifying and almost startling. 


This progress has been not only real, but at the 
same time distinctly practical. Trained anesthetists 
have much to offer the patient in the way of dimin- 
ished discomfort, and even more in the way of 
lessened risk. Likewise they have much to offer 
the surgeon in making operating conditions easier 
for him. One of the factors which has restrained 
progress in anesthesia has been the dominance of 
the surgeon over the anesthetist. It was the sur- 
geon who selected the anesthetist and the anes- 
thesia. He accepted also the responsibility for the 
anesthesia and not infrequently dominated its rate 
of induction and depth. The time has come when 
the surgeon will do well to seek and seriously con- 
sider the trained anesthetist’s advice as to the type 
of anesthesia, the grade of risk and the need for 
emergency measures, transfusion or infusion as the 
case may be. Surgery and surgical procedures have 
advanced only as anesthesia has advanced. 


Within recent years, due to a new interest in 
anesthesia on the part of surgeons, investigation 
has revealed many important facts, which have been 
applied clinically so that anesthesia has become at 
the same time a much more exact and a much more 
complicated science. Anesthetic agents have been 
classified as to the depth of anesthesia that can be 
produced. At the same time, patients have been 
analyzed, as must be done if morbidity and mortal- 
ity are to be reduced. 


The differences apparent among patients tak- 
ing an anesthetic depends upon their body metab- 
olism, which represents the reflex irritability of the 
patient, as well as the oxygen need. The metabolic 
condition of the patient, and the type of operative 
interference planned, determine the preoperative 
medication and the anesthetic agent to be used. 
The metabolic rate is influenced by age, endocrine 
balance or imbalance, fever, pain and emotional ex- 
citement. Anoxemia, acapnia, hyperpnea, acidosis 
and alkalosis play their roles in connection with 
the use of each anesthetic. With the newer agents, 
where the limits of safety are narrower, and the 
change from one stage to another occurs very rapid- 
ly, the science of anesthesia is very closely related 
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to the art. Postoperative morbidity and mortality 
may be reduced if the adverse factors which eacn 
patient presents are duly evaluated and heeded. 
Diligent search for these factors is rarely necessary 
—they are present as red flags in the usual history, 
physical examination and laboratory data. But the 
surgical train may rush the patient heedlessly past 
them toward the goal of operation with occasional 
disaster, unless due appreciation of the hazards 
presented by the patient’s condition has its effect 
on choice of anesthesia, choice of operation, and 
preparedness for untoward events during and after 
operation. In most cases the most important in- 
formation will be obtained from a few minutes con- 
versation with the patient, from the hemoglobin 
estimation, the urinalysis, blood pressure changes, 
weight of the patient, and ordinary heart and lung 
examinations. 


It is likely that a basic function of most an- 
esthetics is. to interfere with cellular oxidation. 
Moreover several of the inhalation agents, as com- 
monly given, tend to displace oxygen in the respira- 
tory tract, while rectal, intravenous and spinal 
anesthetics frequently diminish the tidal respiratory 
volume to the point of producing varying degrees 
of anoxemia. Anoxia, or oxygen starvation of the 
tissues, is therefore an eternal problem to the 
anesthetist, and any additional pathological block 
to the free passage of oxygen to the tissues is of 
utmost importance in establishing the anesthetic 
risk, whether the block be mechanical or chemical 
as from toxins. Diminution of the vital capacity 
to less than half of the normal definitely increases 
the anesthetic risk. Vital capacity varies directly 
with cardiac efficiency. The closer the vital 
capacity approximates tidal air, the graver the 
risk. 

The most frequent block to oxygen transporta- 
tion is in the blood itself. The laboratory datum 
that most often serves as a danger signal to the 
anesthetist is the hemoglobin determination. It 
is not commonly realized that even as little as a 
half hour’s administration of the usual inhalation 
anesthetics produces a significant reduction in the 
oxygen-carrying power of the blood, quite in addi- 
tion to alterations in erythrocyte count and hemo- 
globin content. It has been stated by Thalhimer of 
Michael Reese Hospital, Chicago, that “It seems 
to me nothing short of criminal to perform a major 
operation on a patient whose hemoglobin is lower 
than 70 without first alleviating the anemia with 
transfusions.” The importance of anemia in de- 
termining anesthetic risks cannot be overestimated. 

Progress in making anesthesia safe for the 
patient is encouraging, but the lack of progress in 
making the patient safe for anesthesia is disturbing. 

Careful preparation of the patient often turns a 
very poor risk into a fair or good one and saves 
days or weeks in the subsequent convalescence, if 
not life itself. There is much to be done for a 
patient preoperatively that will greatly enhance the 
postoperative attention and reduce untoward re- 
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sults to a minimum. It is not within the scope of 
this paper to discuss the functional details that 
are an integral part of a professional anesthetist’s 
training. A cooperative spirit between surgeon 
and anesthetist will not only be of value to the 
patient but also will do much in relieving the sur- 
geon of unnecessary strain and worry. It has long 
been recognized that cooperation between the dif- 
ferent branches of science is essential to progress. 
Most of the advances have resulted from the reflec- 
tion of new knowledge in one science upon the 
problems of another. Modern surgery is composed 
of an extraordinarily large number of intricately 
related factors, not the least important of which is 
anesthesia. Surgery has neglected its handmaiden 
and has become absorbed in technique. The ul- 
timate goal, anesthesia which offers the utmost in 
convenience and does not expose the patient to 
serious dangers, cannot be obtained without the 
cooperation between surgery and anesthesia and 
its allied sciences. Changes must come and future 
advances must be made with confidence and 
promise. The surgeon must walk arm in arm with 
the anesthetist along this road of clinical efficiency. 

This presentation is not the result of the efforts 
of any one individual. The writer is proud of the 
fact that he is only one of a serious-minded group 
who have for over twenty years combined the 
fruit of their efforts to develop anesthesia and place 
its training on a scientific basis. 

M. L. Axerrop, D.D.S., F.I.C.A. 


Director Department of Anesthesia, 
Detroit Osteopathic Hospital 





THE COLLEGES—III 

In these times of stress, with government med- 
icine, industrial medicine, cooperative medicine, group 
hospital plans, etc., pressing upon us from every side, 
we have additional reason for realizing as has been 
felt for so long, that there is a crying need for much 
greater numbers of osteopathic physicians and sur- 
geons than are available. 

In all fields of human endeavor there are 
abundant indications that in this day of shifting trends 
and changing methods it is necessary constantly to 
watch our thinking and our practice, and perhaps that 
is nowhere more true than in the field of osteopathic 
education. In THe Journat for November and 
December we considered various aspects of the ques- 
tion of osteopathic educational standards and ex- 
pressed some thoughts about the next steps to take, 
including some ideas on enlisting recruits for the os- 
teopathic profession. 

The colleges and the rest of the profession alike 
must remember that it would not be normal, and could 
not be expected, that the freshman classes of 1938 
would be equal in size either to the abnormally large 
classes of last year, or even to the average of the years 
just preceding. We must realize that the colleges 
have to wait a little while before they feel the tide set 
in which results from a popular recognition of the 
fact that they are educational centers with high stan- 
dards. This is not to suggest that such a waiting 
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period be spent in idleness. There are many things 
to be done by us and to ourselves as individuals, as 
organizations, as a profession, and as institutions. 


One thing to be done now is to get more oste- 
opathic physicians and surgeons. On whom does the 
burden fall of providing these doctors? It is a com- 
mon belief throughout the field that the problem is up 
to the colleges—that they should turn out many more 
graduates. It is a common feeling in the colleges that 
it is a matter for the field doctors—let them recruit 
more students. There seems to have been a general 
tacit agreement that building up college enrollment is 
the beginning and the end of the solution of our 
problems. And it has not been unusual for one to 
advocate a certain course of action, and to say that if 
it were carried out, “All osteopathic schools could be 
filled to overflowing,” and to stop at that point, as if 
that were the end of the story. 


So far as the body of osteopathic physicians is 
concerned, may it not be that it is a very short-sighted 
thing to beat the air continuously, and to try to induce 
young people to see the advantages which would come 
to them from a study of osteopathy? May not the 
primary problem be one of making ourselves and 
our neighbor physicians recognize the necessity on our 
own part of practicing the highest possible grade of 
diagnosis and therapeutics, so that the demand for 
osteopathy and for osteopathic physicians and sur- 
geons will become so great that prospective students 
will beset our schools to such an extent that they 
must be turned away? 

May it not be a matter of getting our own mem- 
bers, and their friends who have money, to see the 
necessity for going right straight on with the develop- 
ment which has been such a marked feature of oste- 
opathic colleges in recent years? May it not be a 
matter of showing ourselves and our friends the need 
for more and better equipped instructors; for greater 
effort on the part of such instructors to keep abreast 
of, or in advance of, therapeutic progress; for more 
clinical facilities, for more teaching hospital beds, for 
more laboratory opportunities ? 

So much for the point of view of the profession 
as a whole when it comes to enlisting young America 
in osteopathy as a vocation, and our relation to the 
colleges as it affects that problem. What about the 
colleges in their direct relation to student recruiting, 
at least in the immediate present when in not all of 
them is there yet the necessity for expanding educa- 
tional facilities to take care of the demands of pros- 
pective students? Osteopathic colleges must realize 
that in this day of specialization, vocational guidance 
is an art and a science and that it must be applied 
in our own profession as well as in others. 

If the colleges insist upon depending only upon 
the recruiting work of the osteopathic profession to 
send them students, then they must concentrate upon 
training théir own graduates who are already in the 
field in the science of vocational guidance. Does it 
not seem that it would be more reasonable and more 
effective to change the emphasis from the osteopathic 
physician in the field, who has little if any training in 
the art and science of vocational guidance, and for 
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more colleges themselves to undertake what one or 
two of them already have done in bringing their own 
efforts more into line with present-day trends in 
student-getting ? 

Vocational guidance, like any other science, is 
constantly changing. And that is not all. Not only 
do comparatively few of our people have any train- 
ing in it; not only is vocational guidance becoming 
more of a science; not only does vocational guidance 
as a science change; but also the inter-relation be- 
tween osteopathic education and the problems of vo- 
cational guidance in general change with the changed 
requirements for matriculation in osteopathic colleges, 
which have sifted the field of potential recruits to 
the higher brackets in education. 

The Associated Colleges of Osteopathy expressed 
themselves a year ago as being in agreement with the 
sentiment of the profession for increased professional 
standards. On the adoption of these standards, the 
colleges became that much more dependent upon a 
proper presentation of osteopathy, by whomever it 
might be presented, to a somewhat different group 
of prospective physicians. Thus it became important 
that whoever is to enlist students should understand 
fully the implications of the changes, as they would 
affect the technic. 

The colleges themselves, expressing themselves 
as they did in favor of the change, should have in- 
formed themselves more nearly adequately than most 
of them did, as to its implications. More of them 
should have studied the trends and the methods of 
other schools, in the way of interesting and informing 
desirable students. 

It is obvious that now students in colleges must 
be reached. Moreover, it is necessary to deal with the 
faculties of colleges—perhaps particularly where pre- 
medical courses are given—so that in their vocational 
guidance work these guides of youthful thinking will 
keep osteopathy in mind. All this does not mean 
that neglect of high school students even now is per- 
missible. But instead of undertaking to get one in the 
notion of entering an osteopathic college immediately 
on graduation from high school, it has become neces- 
sary rather to get him “conditioned” for the long 
pull, 

If the colleges intended, a year ago, to continue 
to depend upon the profession as the chief means of 
bringing in students, then it must be said that they 
did little, if anything, to instruct or advise the pro- 
fession in the technique of presenting the profession 
to their prospects, particularly as that technique must 
needs change with these changing times. 

The colleges will not forget that in requiring two 
years of preosteopathic college work they are placing 
themselves in a different class and that the teaching 
institutions of this grade, in turn, attract in great 
degree a different kind of people—those who are 
naturally drawn to educational centers with higher 
standards. Such students consider not only the re- 
quirements they see on paper, but also the physical 
and intellectual environment which the schools pro- 
vide. The colleges must be sure of the preparation 
of their own faculties, and the quality and condition 
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of their facilities. If these are what they should be, 
and if the profession has presented osteopathy to the 
public in as attractive a way as it should be presented, 
then there ought to be such an influx of would-be 
students demanding admittance that the colleges will 
find a great expansion program imperative. 

Another fact to be kept in mind is this: What 
counts in the long run is not the number of students 
entering, or even the number graduating, but the num- 
ber who go into practice and stay. It is to be pre- 
sumed that with higher standards there will be a less 
professional mortality. No one has exact figures on 
that mortality, but it has been too high. A slight 
falling off for a few years, or a failure to advance 
as rapidly as might be hoped in the number of those 
entering the colleges, may be an indication not so 
much of a slackening of interest, as of an improve- 
ment in quality. 

Sut with it all, may it not be that too many still 
hold the mistaken belief which never was true, that 
young people can be driven into osteopathy? Will 
they still go on beating the air in an unprofitable at- 
tempt to do just that, when a less amount of effort, 
properly directed, would draw students in to such an 
extent that, like other professions, we would have to 
found additional schools and even in these to turn 
away many students and then weed out still others 
to a far greater extent than is done today? 

R. C. Mc. anp R. G. H. 


THE MEMBERSHIP DIRECTORY 

There is an increasing demand from employers 
and others who recognize the importance of Associa- 
tion membership, for directories which will tell them 
the standing of osteopathic physicians. Therefore it 
is planned to issue, next spring, a supplementary 
membership Directory of the American Osteopathic 
Association. Only those new members whose appli- 
cations are received within the next few weeks can 
possibly qualify in time for that Directory. Members 
should contact at once their friends among the out- 
siders whom they especially wish to see included. 

The regular 1939 Directory, which will go to 
press before the next JouRNAL is prepared, will be 
the largest in history, with the single exception of 
that for 1938. If proper efforts are made, the addi- 
tional names to be included in the supplementary 
Directory will bring the total for the year above that 
high mark. 

After the delinquents were counted out, in ac- 
cordance with the mandate of the by-laws, the mem- 
bership on December 1 including those fully paid, 
part paid and promised to pay, was 4,895 which was 
a drop of less than 8 per cent from that on Decem- 
ber 1, 1937. 

Your help is needed to maintain the steady up- 
ward climb which has marked the membership graph 
for so long. 








CORRECTION 
The December JourNAL reported on page 204 that 
four osteopathic legislators were successful in the No- 
vember elections. Later bulletins revealed that another 
osteopathic physician was victorious, making a total of 
five. 
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The New Social Conscience* 


HON. IRA WALTON DREW, D.O. 
United States Congressman from Pennsylvania 
Washington, D.C. 


Old-age assistance; unemployment compensa- 
tion ; pensions for the blind; child welfare ; maternal 
care: a new vocabulary has come into being—one 
which our forefathers would not understand, but 
one which today represents the new social con- 
science. 

In a world, part of which has gone mad with 
strife and the slaughter of the innocents, there 
come to the lips of those who live in lands of peace 
these words, which indicate the swing of the mind 
of the common man from the rule of vested 
privileges to the rule of human rights. Whether 
we approve or disapprove, this change is taking 
place. It is part of the great national and world 
disturbance, which has destroyed monarchies, 
ruined republics, set up dictatorships, established 
communism, and almost destroyed entire peoples. 
And perhaps this new social conscience may be the 
one bright spot in a picture of despair and the cord 
which will bind the American people together. 

“Over the Hills to the Poor House.” Down 
through the years of a long life I have heard these 
words. The time has come when no longer are 
we to permit those who have helped to develop 
and make this nation great, to live their declining 
years in misery and want. 

Practitioners of the healing arts have struggled 
long and earnestly to increase the average length 
of life, and they have succeeded. Infant mortality 
has been reduced. The maternity death rate has 
been largely cut, although there is much yet to be 
accomplished here. Accident prevention has saved 
hosts from leading lives of shut-ins, or from un- 
timely death. And as this has been going on, there 
has arisen here and there a voice which cried, 
“What is the use of saving and prolonging human 
life unless we are ready to make the life we have 
saved one of ease and happiness?” 

And so we have provided old-age assistance. 
A year or two ago, millions of elderly persons 
were aroused to a fighting pitch for a plan to guar- 
antee $200 a month to all of those who had passed 
the age of 65. This “wisp of straw” may have faded 
from the picture, but it served a purpose. It has 
fixed in the minds of legislators the thought that 
they must seriously consider and act upon some 
plan to help those unfortunates who have reached 
the twilight of life—some plan which will remove 
the terrors of poverty; some plan which will make 
the light shine in a period where there has been 
darkness heretofore. The pittance which these fine 
old people now receive is bound to be increased to 
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a point at which they may have all the necessities 
and some of the comforts which they have earned. 
The intricacies of our industrial life have pro- 
duced jobs for millions of persons one day and 
thrown them out the next. The day when there 
was a job for everyone who wanted to work has 
passed. The industrial worker is harnessed to mass 
production. And now we see the curious and hor- 
rid spectacle of thousands in want in the midst 
of plenty. Unemployment compensation has stepped 
into the breach, and in the past few months many 
of us have seen the beneficent effects of this action. 


Students of government well understand that 
when the government enters new fields, there is 
necessarily a long period of trial and error. For 
instance, the Constitution in the beginning granted 
Congress the power to regulate commerce between 
the states. For 100 years this power lay dormant, 
until burning issues compelled the Congress to 
use this power, and we had the first act to regulate 
commerce, or, as it really meant, the railroads. It 
was a weak, experimental beginning. The field of 
application constantly widened. The process has 
been slowly building for 50 years, and now com- 
prehends all forms of transportation as well as the 
field of general public utilities. No intelligent citi- 
zen would turn back to the days when there was 
no regulation. 


The social conscience takes yet another turn, 
for the socially minded are seriously debating pros 
and cons of group health insurance. Thus we are 
now on our way toward objectives which our fore- 
fathers would consider strange. This might be 
called the “Age of the Social Conscience.” For 
thousands of years mankind has struggled for two 
things: first, personal liberty, that is, freedom from 
political tyranny and the right of each to worship 
God in his own way; second, social security, that 
is, the right of every citizen to work and receive 
in return for his labor enough food for himself 
and his children, shelter, education and security 
from want in his declining years. 


Until less than two hundred years ago, the 
struggle for liberty absorbed most of the energies 
of humankind. Nations rose against kings and 
tyrants. Bloody and disastrous wars were fought 
in the names of contending religions. Then in 
France, shortly before the French Revolution, there 
arose a school of political thinkers who advanced 
the then unheard-of doctrine that the state owed 
each citizen not only the protection of the law to 
his person and property, but also the safeguarding 
of health and general well being, including care in 
sickness, relief in financial misfortune, and sup- 
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port in old age. This new theory met with violent 
opposition, but also with widespread support. Soon 
it spread to England, Germany, America and the 
rest of the world. 


This doctrine has been called that of the social 
conscience. Each citizen who subscribed to its 
principles admitted a share of responsibility as his 
brother’s keeper. By its tenets the strong man 
pledged himself to share his strength with the 
weak. The rich man acknowledged it as his duty 
to devote a portion of his wordly goods to the re- 
lief of his less fortunate neighbor. These were 
new ideas in the dog-eat-dog world of the day. 
They lent a vastly increased impetus to private 
charity, but they went far beyond that. Gradually, 
ideas of the public responsibility for private well- 
being were incorporated into the structure of all 
the world’s governments. 

It is to the everlasting credit of the healing 
profession that one of the first of these public 
projects for the private good to attain general 
adoption was in the field of public health. More 
than a hundred years ago it came to be generally 
recognized that the health of the individual is a 
matter of public concern. This recognition was 
primarily the work of noble and forward-looking 
individuals within the medical profession. The 
physician has always recognized that he was his 
brother’s keeper. The men of no other class have 
contributed through the ages so much altruistic 
and devoted service to their fellows and to the 
community in which they lived. 


To the work of medical pioneers, humanity 
owes its first public health departments. Sub- 
sequent efforts by devoted physicians and research- 
ers within and outside these departments have be- 
stowed incalculable benefits on humankind. The 
ancient epidemic diseases that scourged commun- 
ities and wiped out nations have been made to dis- 
appear. Infant mortality has been cut to less than 
half its ancient figures. The average length of 
human life has been doubled. But still we have 
only made a beginning in conquering the problems 
of national and world health that face us. 

Another private problem which early won 
recognition as a public responsibility was fire. It 
is hard for us to realize now that than a 
hundred years ago a fire in a man’s house was 
considered as something that was purely his own 
business and that of neighbors close at hand whose 
own properties might be damaged. Because of 
public negligence, fires were allowed to gain such 
headway that they became uncontrollable and 
burned whole towns and cities. Professional fire 
departments, paid and maintained by the commun- 
ity, soon stopped that and resulted in incalculable 
benefits and savings to all classes of citizens. 


less 


As time went on, other public agencies were 
established to take care of other problems which 
had previously been considered purely private. 
Most of these were fought bitterly at first, then 
accepted as right and natural after their benefits 


THE NEW SOCIAL CONSCIENCE—DREW 
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had become apparent to all. The United States 
has always been in the forefront of this movement 
to aid the individual by government advice and 
cooperation in the solution of his problems to the 
general advantage. Not so long ago we established 
departments of Agriculture and of Commerce in our 
national Government. These were criticised at 
first. Now we take them and their beneficent 
activities for granted. 

Lately, under the spur of the most severe de- 
pression and the most widespread unemployment 
of modern times, our Government has created new 
agencies to attempt to deal with a multitude of 
private problems never before recognized as public 
responsibilities. Some of these attempts were cor- 
rect and beneficial. Some of them seem to have 
been mistaken. But they were all adopted as the 
result of the free working of our American demo- 
cratic system. We can repeal or modify them if 
we desire. 

But in a large general way, all were adopted 
in response to the mandate of our nation’s new 
social conscience. All of them, right or wrong, 
represented integrated steps in the path that all 
Americans desire their country to travel in its 
progress toward social justice for all and a more 
abundant life for every citizen. 

3eing Americans, we will never turn back 
from this path in which we have set our feet, and 
we never should. We are blessed in our country, 
which includes within its boundaries the greatest 
collection of natural riches on which the sun ever 
shone. We are blessed in our people, who con- 
stitute the largest group in the world of capable 
individuals of high average capacity, speaking the 
same language and holding the same ideas and 
ideals. We are not cursed by the hates of Europe 
or the iron caste systems of Asia. 

If we utilize to the limit our natural resources 
and the ability and inventive genius of our people, 
there is no reason why every American working 
man should not attain the standards of living and 
comfort now enjoyed by the group earning from 
five to ten thousand dollars a year, with the in- 
comes of our more prosperous classes rising pro- 
portionately. All we require, to do this, is to stick 
to our American system and never slacken in our 
striving to attain progress towards the perfection 
that is our goal. As Americans, you know this is 
true. Never forget it. Don’t ever listen to anyone 
who wishes to tempt you to sell America and 
the American system short. 


6024 Wayne Ave. 
Philadelphia. 


SOCIALLY MINDED PHYSICIANS 


There is a greater need for socially minded public- 
guiding physicians than at any previous period in medi- 
cine. The diseases that come to the front in the modern 
medical readjustment cannot be cured or prevented by 
impersonal science. They can be controlled only by 
the close and intelligent cooperation of the individual 
members of the public with the physician—Jour. Am. 
Med. Assn., 1938 (Nov. 26) 111:2067. 
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MID-WINTER MEETING OF EXECUTIVE COMMITTEE 


The Executive Committee of the American Oste- 
opathic Association met in Chicago, December 17, 18, and 
19. 1938. The Committee is made up of Dr. Arthur E. 
Allen, President; Dr. Edward A. Ward, Past President; 
Dr. Frank F. Jones, President-Elect; Dr. P. W. Gibson, 
Chairman, Department of Professional Affairs; Dr. F. A. 
Gordon, Chairman, Department of Public Affairs; and 
Dr. R. C. McCaughan, Executive Secretary. Also in at- 
tendance during part of the sessions were several officers, 
trustees, and committee chairmen, including Dr. Georgia 
A. Steunenberg, Trustee and Chairman of the Committees 
on Public Visual Education and Distinguished Service 
Certificates; Dr. Chester H. Morris, Trustee and a mem- 
ber of the Advisory Committee on Membership and Ad- 
vertising, Committee on Student Loan Fund, and Finance 
Committee; Dr. Thomas R. Thorburn, Chairman, Com- 
mittee on Public and Professional Welfare; Dr. H. Wil- 
lard Brown, Chairman, Committee on Veterans’ Affairs; 
Dr. E. W. Reichert, Chairman, Sub-Committees on Radio 


of the Bureau of Public Health and Education and Com- 
mittee on Public and Professional Welfare; Dr. C. N. 
Clark, Business Manager; Miss Rose Mary Moser, Treas- 


urer, and Dr. Ray G. Hulburt, Editor. 


Reports of Departments, Bureaus and Committees 
were examined with care. It was shown that on Novem- 
ber 30 membership in the American Osteopathic As- 
sociation reached an all-time high. After delinquents 
were dropped on December 1 the figures were down less 
than 8 per cent as compared with December 1, 1937. The 
financial condition of the Association likewise was shown 
to be good. A great deal of routine business was 
transacted including the adoption of an amended budget 
for the last half of the fiscal year. 

In view of the increasing interest on the part of peo- 
ple with money, in osteopathy as a worthy object of 
philanthropy, steps were taken to set up an organization 
known as Osteopathic Research Trust, to receive, invest, 
administer and disburse funds in the fields of osteopathic 
research, education or other objects chosen by philan- 
thropists. 


The attitude of the Association toward social security 
medicine was expressed in the following: “That the 
American Osteopathic Association continue in its efforts 
to aid the Federal government in its efforts to establish 
a plan for adequate care for the medically indigent. In 
this connection we reiterate the previously established 
policy of this Association, that legislation covering the 
subject of health care shall include provisions for partic- 
ipation of the osteopathic profession or osteopathic in- 
stitutions or both. Furthermore, that we again transmit 
this recommendation to the divisional societies for their 
guidance; this communication to contain the emphatic 
declaration from the Executive Committee that health 
legislation in the states and provinces shall maintain the 
right of the patient to free choice of physician and school 
of practice.” 

Permission was voted for a meeting at the Dallas 
convention of the proposed Herniology Group, and for 
the American College of Osteopathic Surgeons to put 
on a clinical session if it chooses. Officers were ap- 
pointed for certain of the sections in which resignations 
or failure to elect had brought about vacancies. Plans 
were approved for a post-convention “all expense” trip 
to Mexico City. 

The Committee to Study Health Insurance was re- 
moved from the Department of Public Affairs and placed 
under the Committee on Public Relations, which is under 
no bureau or department. A committee was set up to 
study voluntary health insurance plans. 

An addition was made to the Code of Ethics, as 
directed by the House of Delegates at the Cincinnati 


Convention by adding Section 8 to Chapter 2, 
reading as follows: 


Article 1, 


“Association in practice, or sharing office space, with 
one illegally in the practice of the healing art is unethical.” 

Arrangements were made for continuing cooperation 
with the American College of Osteopathic Surgeons, more 
specifically with its Committee on Study of Statistics. 

Plans were laid for aggressive advance work on the 
part of the Committee on Public and Professional Wel- 
fare. 


Dr. Effie B. Koontz, London, Ohio, was elected to 
honorary life membership. 

Arrangements were made, as has been done for 
several years past, for osteopathic representation at the 
annual meeting of the Federation of State Medical 
Boards. 


The following appointments were made by President 
Allen and confirmed by the Executive Committee: 

To the Advisory Board for Osteopathic Specialists, 
of which Dr. R. McFarlane Tilley is Chairman, Drs. 
Donald V. Hampton, Cleveland, Ohio, and J. L. Jones, 
Kansas City, Mo. 

To the Committee on Professional Liability Insur- 
ance, Drs. James O. Watson, ‘Columbus, Ohio, Chairman, 
and William C. Bugbee, Montclair, N. J. Other mem- 
bers of this Committee are Drs. Charles W. Wood, 
Holyoke, Mass., Floyd J. Trenery, Los Angeles, and R. C. 
McCaughan, Chicago. 

Dr. Grace R. McMains, Baltimore, Maryland, as 
chairman of the Committee to Standardize Clinics. She 
will select her assistants. 

To the Committee on Endowments of which Dr. 
Walter V. Goodfellow, Los Angeles, Calif., is Chair- 
man, Dr. J. Willoughby Howe, Los Angeles, Calif. Other 
members of this Committee are Drs. F. A. Gordon, 
Marshalltown, Iowa, and Donald B. Thorburn, New York 
City. 

The following additional appointments were made by 
President Allen and confirmed by the Executive Com- 
mittee: 


To the Committee on Reorganization of Bureaus and 
Committees, Drs. P. W. Gibson, Winfield, Kans., Chair- 
man, F. A. Gordon, Marshalltown, Iowa, and E. A. 
Ward, Saginaw, Mich. 

To the Committee on Instruction Courses at Annual 
Convention, Drs. Collin Brooke, St. Louis, Mo., Chairman, 
Arthur D. Becker, Des Moines, Iowa, and C. N. Clark, 
Chicago, III. 


A Committee to Study Voluntary Health Insurance 
Plans was provided for. Members are to be appointed 
later. 


R. C. McCaucnan, 
Executive Secretary 





CONTRIBUTIONS NEEDED FOR P. & P. W. 

The Committee on Public and Professional Welfare 
is going forward, enlarging the various undertakings 
which have been bringing osteopathy so effectively to 
favorable public attention. 

As THe JOURNAL and THE Forum have pointed out 
nearly every month for more than a year and a half, it 
will be necessary for some time that these efforts be 
financed by contributions from the profession beyond the 
regular income of the Association from dues and other 
ordinary sources. 

Any who pledged, but who feel it necessary to 
modify the pledge should so notify the committee. So 
far as possible, those who pledged should pay, and those 
who did not pledge, should pledge and pay now. 
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WHERE OUR STUDENTS COME FROM 
ASA WILLARD, D.O. 
Missoula, Mont. 

This 1938 listing of the students in our colleges ac- 
cording to the states from whence they come is the 
twelfth annual compilation. It includes no _ pre-oste- 
opathic, special, or postgraduate students, but only those 
taking the regular four-year professional course who were 
actually in attendance in the colleges at the close of the 
fall registration. 


The compilation is made possible through the co- 
operation of Dr. R. N. MacBain, President of the Chicago 
college; Mrs. K. M. Robinson, Secretary, Des Moines 
Still college; Dean J. M. Peach, Kansas City college; 
Miss Marie A. Johnson, Registrar, Kirksville college; 
Prof. Russell C. Erb, Assistant Dean, Philadelphia col- 
lege and Miss Vera E. Potter, Registrar, Los Angeles 
college. The total number of students registered each 
year since 1927 in the approved colleges of osteopathy is 
as follows: 





Year Number Year Number 
eee SII \ iashniieapnstescubetiadiipinsbnighipitnsionnasgudicdaagaaaanaae 
1928 ... 1,546 1934 sal 
1929 .... me RS 1935 

1930 = 1936 ... 

1931 1,750 37 

EL 1,711 1938 


In 1937 a ‘total of 1,977 students was recorded, 
which is the largest number ever in our colleges at a 
given time, and represented an increase over the previous 
year of 117 students. As will be seen from the above 
listing by years the year previous to that had also shown 
an increase. 

Last year’s student total was 1,829 and thus marks 
a decrease of 148 students, to the lowest level since 1933. 
This year all colleges except Los Angeles and Des Moines 
showed a decrease. Los Angeles increased 26, and Des 
Moines 3. Kirksville decreased 78. Kirksville and Des 
Moines inaugurated a one year college preprofessional en- 
trance requirement this fall. Kansas City lost 54 students 
and Chicago lost 37 as compared with their matriculation 
last year. These two schools inaugurated a two-year 
college preprofessional entrance requirement. Philadel- 
phia lost 8 students this year as compared with last. Last 
year this college lost 32 as compared with the previous 
year. Philadelphia inaugurated the one year college pre- 
professional entrance requirement in 1934 and last year, 
1937, required two years. Los Angeles began requiring 
the two year college preliminary training in the fall 
of 1936. 


The total decrease of students in the four colleges 
showing decrease—Kirksville, Philadelphia, Kansas City 
and Chicago—was 177. The decrease is primarily in the 
freshman classes. 


The Osteopathic profession has now committed itself 
to the two years of college work as an entrance require- 
ment to be in operation by 1940. It is obvious that the 
profession has before it the task of keeping up the 
student attendance in our colleges if we would continue 
to exist. We must have replacements and some gain 
in numbers right along. There is some encouragement 
in the upswing of the Los Angeles college this year, 
and in the lessening of the decrease which has been 
going on at Philadelphia since the initiation of increased 
entrance requirements. 


The table in the next column shows the number of 
students at the close of the fall enrollment in each col- 
lege in each of the last 12 years. Many factors have a 
bearing on the increase or decrease of students over the 
years. We note especially the effect of changing educa- 
tional requirements in the last few years. 


Of prominent student-contributing states which 
slumped markedly this year as compared with last, it will 
be noted by the concluding chart that Illinois sent 145 
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ee OF STUDENTS REPORTED BY COLLEGES 
927 1928 1929 1930 1931 1932 1933 1934 1935 1936 1937 1938 
Chicago ae. 


lege of Os- 

teopathy ....124 131 140 117 101 81 82 92 111 140 194 157 
Des Moines 

Still Col- 

lege of Os- 

teopathy.... 226 237 209 203 197 193 221 227 163 177 182 185 
Kansas City 
College of 

( )steopathy 
and Surg’y 
Kirksville 

College of 

Osteopathy 

and Surg’y 639 598 566 607 594 630 623 718 735 789 864 786 
Los Angeles 

College of 

Osteopathic 

Physicians 

and Sur- 

— eee 205 217 217 266 298 308 294 279 295 243 232 258 
Philadelphia 

College of 

Osteopathy 262 254 302 387 420 349 343 344 328 300 268 260 


~ 


03 109 117 125 140 150 163 181 194 211 237 183 





last year and 123 this year; Kansas 87 last year and 67 this 
year; Michigan 172 last year, 146 this year; Missouri 198 
last year, 176 this year; New York 94 last year, 64 this 
year (the lowest from New York in this twelve-year 
period); Iowa 70 last year, 59 this year. 


It will be noted that Iowa and New York have been 
steadily declining during the last five years. Each 
established a new low last year for the eleven-year period, 
but this year took a decisive percentage tumble even 
from the low of last year. 


The only large state which made a marked gain was 
California which sent 204 last year and 221 this year, and 
resumed her place as sender of the largest total num- 
ber of students, which she had held for six years previous 
to last year, but from which she was crowded last year 
by Pennsylvania. Pennsylvania holds her own, sending 
212 this year as compared with 211 last year and takes 
second place as to total number of students in our col- 
leges. New Jersey sent 74 last year and 76 this year. 
Texas makes a substantial increase over last year, send- 
ing 33 this year as compared with 26 last. 


Missouri sends the third largest number of students 
and for the fifth consecutive year sends the largest num- 
ber of students in proportion to population. She sends 
one student for every 20,600 of her people. While Cali- 
fornia sent more students, she sent only one for every 
25,600 of her population, and Pennsylvania one for every 
45,600, so that in proportion to population, Missouri sent 
more than twice as many students as did Pennsylvania. 


Some slants on student contribution are very in- 
teresting. For instance, Hawaii, out in the Pacific Ocean 
thousands of miles from the colleges, with about two- 
thirds the population of the prosperous District of Co- 
lumbia, sent four students and the latter, though within 
100 miles of a college, sent one. Hawaii has ten oste- 
opathic physicians to send students, and the District of 
Columbia still has twenty-six. 


If each state had done as well as Missouri, in pro- 
portion to population, we would have this year over 5,800 
students. If each state had done only as well as the 
District of Columbia, we would have less than 250 stu- 
dents and only around 100 all told if all had done only 
as well as Alabama or Louisiana. Individual members 
of the profession may find it interesting to figure our total 
student population if his own state were the standard: 
Divide the population of the state by the number of 
students sent: then divide 120,000,000 (the total popula- 
tion of the United States according to the latest census) 
by the result. The final result will be the total number 
of students we would have if all states followed the pace 
of the state in question in student sending. 


While there are individual exceptions, the states hav- 
ing independent osteopathic examining boards, taken as 
a whole, continue to send just about twice as many 
students in proportion to population as the states having 
so-called mixed boards. The states having basic science 
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boards in addition are beginning to reflect the detrimental 
effect of these boards as shown by the prevention of 
owth of the osteopathic population in these states. 








gr 
STATE : 
INCE 

PROVE ¥ Popu- Number of Students | P = 
COUNTRY lation ’27 ’28 °29 °30 °31 °32 °33 °34 °35 °36 °37 °38 
Ala. 2,646,248 0 0 1 2 2 3 4 5 2 2 1 
Ariz.t 435,573 2 4 3 3 6 8 6 6 9 6 9 § 
*Ark.t .... 1,854,482 3 3 2 3 3 a 4 2 3 5 7 5 
*Calif. .... 5,677,251 187 143 117 153 181 199 217 214 253 207 204 221 
Colo.t .. 1,035,791 22 24 18 17 15 14 11 #15 13 12 #13 «211 
*Conn.t .. 1,606,903 17 12 15 12 ll 7 15 12 12 11 10 12 
Del. 238380 7 5 6 7 8 6 7 5 223 4 
oe 486,869 1 1 1 2 1 1 1 1 1 2 3 1 
*Fla. ..... 1,468,211 12 11 11 8 10 11 11 18 16 12 18 19 
*Ga. ........ 2,908,506 6 4 8 7 10 12 #10 9 13 15 19 20 
*Idaho 445,032 . © Se oe ee oe oe. oe ee 
+]. . . 7,630,654 107 94 99111 97 99 92 91 80 90 145 123 
Ind. 3,238,503 26 28 19 23 19 13 12 15 16 18 19 14 
*Iowat 2,470,939 91100 94 95 97 100 107 112 91 81 70 59 
*Kan.§ 1,880,999 59 74 70 79 84 75 62 70 63 77 87 67 
Ky. 2,614,589 2 + 3 5 8 a 5 4 4 ll 8 9 
*La. .. 2,101,593 4 3 0 1 1 1 1 1 1 2 2 2 
*Me. 797,423 21 23 23 26 28 28 26 32 29 28 26 18 
a tee 8 2.8 2 SSS SRA SA 
Mass. 4,249,614 119 127 151 74 89 94 97 99 83 75 68 64 
*Mich.** 4,842,325 77 66 73 72 83 80 77 110 111 136 172 146 
*Minn.t .. 2,563,953 33 41 29 24 22 16 16 11 14 20 22 27 
*Mo. ...... 3,629,367 144 135 122 128 135 164 184 187 185 193 198 176 
Mi. 2000821 © 0 0 @ 0 80 6213 3 3 
*Mont. .. 537,606 23 36 33 38 24 18 14 11 16 17 18 16 
*Neb.t .. 1,377,963 31 33 42 51 51 48 44 48 37 33 31 25 
‘Ne. .. 91,058 0 0 1 0 0 1 0 0 0 0 0 0 
N. J. .... 4,041,334 55 53 56 69 72 77 82 90 88 84 74 76 
_— we ££ £6 £8 ¢ 2.6.7 8 6 § 
N. Y. ....12,588,066 103 98 110 128 136 113 108 116 113 102 94 64 
-—_n.. Game 2 2 8 @ es 2S 8 8 SF 8 
aa. oom wmeenssst te é¢ es s 8 
—_—t. cee 2 1 2.2 2 SS SS 8 6 
+Ohio _.. 6,646,697 172 161 179 180 159 146 144 145 137 139 166 165 
*Okla.t.... 2,396,040 10 8 9 10 19 23 27 32 37 45 39 32 
Ore.t ... 953,786 14 20 17 13 11 6 | Pr 7 6 
*Pa, ........ 9,631,350 133 124 134 143 174 148 144 172 189 196 211 212 
RI. ... 687,497 21 21 30 31 33 34 26 23 16 13 9 8 
*s. C. .... 1,738,765 0 0 0 0 0 3 1 1 1 1 1 2 
*S D... 692,849 8 10 11 15 13 9 9 13 9 9 11 10 
*Tenn. .. 2,616,556 5 6 2 4 6 4 > 2 om 5 7 8 
Tex. ...... 5,824,715 14 17 23 24 20 16 23 25 22 37 26 33 
*Utah ... 507,847 0 0 1 1 1 4 4 4 1 0 2 1 
*Vr. ....... 359,611 14 9 5 2 2 7 13 16 18 15 14 9 
Va. ...... 2,421,851 2 2 2 2 2 2 2 4 5 4 4 6 
*Wash.t.. 1,563,396 18 16 9 15 8 7] 7 9 10 12 10 9 
*W. Va... 1,729,205 4 3 5 5 7 3 5 4 7 7 & 8 
Wis.t .... 2,939,006 21 17 20 25 23 25 19 21 21 26 34 31 
Wyo. ..... 225,565 1 2 1 4 4 4 4 > ¢ 4 5 7 
*Hawaii 368,336 2 012010413 23 4 
Canada ....10,374,196 22 42 34 41 36 29 27 20 27 35 48 45 
Sweden.... 6,162,446 2 3 0 0 0 0 0 0 0 0 0 0 
Norway.... 2,814,194 1 1 1 0 0 0 0 0 O 0 0 0 
Gotland. 4.842.556 211313122188 «3818 1 
England 37,932,137 6 7 312 9 910 7 610 9 9 
Japan ....66,296,000 3 3 0 2 2 | 0 0 0 0 0 0 
Australia 6,575,255 1 1 0 0060 1 02 2 2 2 2 
Mexico .... 16,404,030 2 2 0 0 0 1 0 1 1 1 0 0 
Brazil ....41,477,827 1 0 0 0 0 0 680 60 0 0 0 0 
S. Africa 6,929,000 1 0 0 ( 0 0 0 0 0 0 0 0 
P. I. ......12,590,369 1 0 0 6 1 1 1 1 1 1 1 0 
Ireland... 2,971,992 1 1 2 2 1 1 0 0 1 1 2 
Czech. ....14,726,158 1 0 0 0 0 0 0 0 0 0 
Russia ....156,168,700 2 3 4 3 0 1 1 0 1 1 
France .... 41,834,923 0 0 0 0 0 0 0 0 0 
Armenia 1 0 0 0 0 0 0 0 0 0 
New 

Zealand 1,587,547 1 ( ( 0 0 0 0 1 1 1 
Bermudal. 27,789 1 0 0 2 1 1 1 1 0 0 
Venezuela 3,226,000 1 0 0 0 0 0 0 0 0 
China .... 474,787,386 2220 0 0 0 0 0 
Colombia 7,851,000 | 0 0 0 0 0 0 0 0 
Cuba ...... 3,638,174 1 1 0 0 0 0 0 1 
Germany 65,300,000 2 0 0 080 1 0 1 
Denmark 3,590,000 1 0 0 0 0 0 0 
Costa Rica 527,690 1 1 1 1 0 Oo 1 
Holland.... 7,832,175 1 0 6«—O 1 


“States with Independent Osteopathic Boards. 

+ Has an osteopathic examiner or a committee of 
physicians. 

¢ States with Basic Science Boards. 

** States with Basic Science law to go into effect in 1941. 

§ Has a Basic Science law which does not apply to D.O.’s. 

NOTE—The population of American States is taken from the 1930 
eensus, and of Canadian provinces and other territories within the 
British Empire from the 1931 census (except South Africa). Other 


populations are from estimates and censuses made within the last four 
years. 


osteopathic 
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LABORATORY oe ee AND SEROLOGISTS 


Osteopathy was represented by Dr. Otterbein Dress- 
ler, Director of Laboratories of the Osteopathic Hospital 
of Philadelphia, Director of Pathology and Laboratories, 
Philadelphia College of Osteopathy, at an assembly of 
laboratory directors and serologists which met at Hot 
Springs, Arkansas, October 21 and 22, at the call of 
Surgeon General Parran of the United States Public 
Health Service. 


In issuing the call for the meeting, out of which it 
was hoped that there might come a crystallization of 
opinion with regard to the important problems facing 
the laboratory workers, there was stressed the importance 
of using only those serologic tests of proved efficiency. 
It was said: “Diagnosis of syphilis must be prompt and 
accurate. The serologic blood test, becoming positive 
within two or three weeks after the onset of primary 
syphilis and remaining positive in the vast majority of 
untreated patients throughout the entire course of the 
disease, is the most important evidence of the existence 
of syphilis. 


“The American Society of Clinical Pathologists in 
cooperation with the U. S. Public Health Service realized 
the need for reliable serodiagnostic tests several years 
ago. The work of the Committee on Evaluation of Sero- 
diagnostic Tests for Syphilis is sufficiently well known to 
require no comment. It is the opinion of this Committee 
that its studies of the efficiency of the performance of 
serologic tests has progressed to a point where material 
gains would be made by a thorough discussion on com- 
mon ground in which all those interested in the control 
of syphilis through laboratory methods may participate.” 


To this meeting were invited laboratory workers from 
private, hospital, and public health laboratories through- 
out the country, as well as physicians and health officers 
interested in the control of syphilis. The meeting was 
held under the auspices of the Committee on Evaluation 
of Serodiagnostic Tests for Syphilis, of the United States 
Public Health Service. The object was to consider 
means and methods to improve and to make more gen- 
erally available the serologic tests which are so important 
in syphilis control work. There were four sections: One 
to consider the need for adherence to conventional technic 
in the routine performance of reliable serodiagnostic 
tests; one to consider the need for training of laboratory 
personnel; one to discuss the prosecution of the studies, 
to evaluate the performance of serologic tests within the 
state, rather than undertaking on a national basis to 
study the efficiency of branch state laboratories, and of 
municipal hospitals and private laboratories, and to con- 
sider whether the study should be made a function of the 
state or of large municipal departments of health. The 
fourth section was to consider the desirability of having 
the respective state departments of health license or 
approve laboratories within the state for the performance 
of serodiagnostic tests for syphilis. 

Dr. Dressler reports that more than 325 laboratory 
workers and syphilologists, most of them outstanding 
personalities in their field, answered the call. He feels 
that the Hot Springs assembly marks an important for- 
ward step in the movement in which great progress is 
already evident, to carry out Surgeon General Parran’s 
determination that “Syphilis is the next great plague to 


” 


go.” Dr. Dressler says: 


“It is indeed one thing to fight syphilis but quite 
another thing to find it by serological methods. Most 
physicians, unfortunately, are not apprised of the prob- 
lems underlying serology. Likewise, it is evident that 
workers in serology are not fully aware of their responsi- 
bilities. .. . If a general consensus, of more importance 
than another, could be drawn from these deliberations, it 
would be the need that all serologic workers adhere 
rigidly to the original technics of the procedures used as 
detailed by the originators. If a laboratory is using the 
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Kahn test, it should use the technic as set forth by Rubin 
Kahn; if the Kolmer test, it should use the technic as 
set forth by John Kolmer. Individual laboratory workers 
are not qualified to alter the technic of a given test; they 
do not have sufficient experience or ability to do that. 
Attention to the most minute details of the original 
technic is most essential, even though these 
details may seem trivial and burdensome. It is not pos- 
sible to overemphasize this point. How can uniformity 


some of 


of results be expected if there is not uniformity of 
technic? 
“For those desiring to improve their technic in 


serology, the Public Health Service is ready to cooperate 
in an effort to obtain additional training for them. 


PUBLIC RELATIONS COMMITTEE—DEPARTMENT OF PUBLIC AFFAIRS 
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Everyone engaged in serology is urged to avail himself 
of this opportunity. The osteopathic profession has ever 
indicated its willingness and eagerness to cooperate with 
the Service and it is my hope that they will in this im- 
portant phase of the battle against syphilis. 

“Certain resolutions were adopted by the Assembly, 
One which failed of adoption related to the qualifications 
of directors of laboratories and serologists. This was 
tabled until a later time, when it is my hope that the 
American Osteopathic Association will be more ade- 
quately represented. Some form of regulation of serology 
is inevitable and it is urgent that our workers be better 
organized immediately that we may insure recognition in 
this important field of our work.” 





Public Relations Committee 
CHESTER D. SWOPE, D.O 
Chairman 
Washington, D. C. 


CONFERENCES HELD IN WASHINGTON ON MEDICAL CARE 

A conference was held in Washington, D. C., Decem- 
ber 7, between a special committee of the American 
Osteopathic Association and the members of the Govern- 
ment’s Technical Committee on Medical Care, in line 
with such meetings held by the Government Committee 
with representatives of the American Medical Associa- 
tion, the American Public Health Association, the Ameri- 
can Hospital Association, and the American Dental Asso- 
ciation, 

These conferences followed the announcement of ob- 
jectives made last July by the Technical Committee on 
Medical Care, whose program is fivefold, including: First, 
the expansion of public health and maternal and child 
health services; second, expansion of hospital facilities; 
third, provision of medical care for the needy; fourth, a 
general program of medical care for everyone (including 
health insurance); and fifth, insurance against the loss of 
vages during sickness. 

The osteopathic delegation brought to the Commit- 
tee’s attention discrepancies in the administration by 
states of medical programs under the present Social Se- 
curity Act. The Technical Committee, while reiterating 
what has been consistently maintained by the Federal 
administrative agencies for the Social Security Act—that 
state plans and problems in Social Security medical care 
are not in the province of the Federal government to 
handle or solve—nevertheless expressed concern lest the 
report of defects in the present program alter the attitude 
of legislators toward policies to be recommended to Con- 
gress by the Committee in the future. 


Dr. E. A. Ward, chairman of the A.O.A. Committee 
to Study Health Insurance, submitted to the Technical 
Committee suggestions for health insurance legislation. 
Problems growing out of the meeting are to be dealt 
with at another, forthcoming conference. 


The following members of the Technical Committee 
on Medical Care met with the osteopathic delegation: 
Dr. Martha M. Elliott, Assistant Chief, Children’s Bureau, 
U. S. Department of Labor; Dr. I. S. Falk, expert on 
health insurance of the Social Security Board; Dr. Joseph 
W. Mountin, and Mr. George St. John Perrott, both of 
the United States Public Health Service; and Mr. Fred 
K. Koehler, Director of the American Public Welfare 
Association. 


The osteopathic committee was composed of Drs. 
Arthur E. Allen, Edward A. Ward, Russell C. McCaughan, 
Walter E. Bailey, Chester D. Swope, Lily Harris and 
Ralph L. Fischer. 


Increased membership means increased power. Seek out 
a nonmember and ask him to join. 


Department of Public Affairs 


F. A. GORDON, D.O. 
Chairman 
Marshalltown, Iowa 


BUREAU OF INDUSTRIAL AND INSTITUTIONAL 
SERVICE 
JOHN P. WOOD, D.O 


Chairman 


Birmingham, Mich 


AN OPPORTUNITY 

In the recent election, governorships in thirty-two states 
were at stake. In a majority of these, as a result of admin- 
istration changes, new compensation commissions will soon 
be functioning. It is probable that the chairmen and mem- 
bers of these new commissions charged with administering 
the Workmen’s Compensation laws have not previously been 
so situated that the value of osteopathy in the treatment of 
industrial injuries has been made known to them. 

The osteopathic profession now has available statistics 
and other matter which will at least indicate to these new 
officials the value of osteopathy in the solution of one of their 
most vexing problems, the back injury. Back injuries are 
7 to 9 per cent of the total number of compensable injuries. 
Injuries classified as sprains and strains, which include back 
injuries are 18 per cent. 

Here is an opportunity to get acquainted with, and to 
supply information to, a group of men who actually have 
the authority to specify osteopathic treatment for injured 
workers. It should be the duty of someone in each of our 
state societies to see that this is done. 


E. P. Martone, D.O. 


Mianti, Okla. 


COMMITTEE ON VOCATIONAL GUIDANCE 


MARY L. HEIST, D.O. 
Chairman 


Kitchener, Ont. 





VIEWS ON METHODS 

In a matter as important as a campaign to induce stu- 
dents to enroll in osteopathic colleges, we need to share our 
experiences and pool our methods. In October I sent out 
a questionnaire to the presidents and secretaries of divisional 
societies hoping to learn what they are doing and what, in 
their opinion, might be done further. I am very grateful for 
all the replies. 

Two of the questions drew very interesting and enlight- 
ening answers. I shall quote a few of the answers: 

Question: “Tell some of the things you think could be 
done to increase enrollment in our colleges.” 

Answers: “Reduce entrance requirements. Many excel- 
lent persons of high school education are kept out.” 

“Contact high school and junior colleges, giving them 
facts relative to osteopathic schools and the profession. I 
believe this can best be done by an out-of-the-state speaker.” 

“IT am suggesting a systematic program of education 
directed to the professors in charge of vocational guidance 
in high schools and junior colleges, supported by the use of 
a good new film.” 





— ew 
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“It is the individual practitioners who do the best work, 
so great pressure should be brought to bear upon them to 
continue this work.” 


“I believe our vocational guidance contacts should begin 
in high school to become effective in college. Personal con- 
tact is always excellent, and apparently our only avenue of 
approach.” 


“I can only say that the methods used in the past were 
obviously based upon an easy route to professional status. 
With entrance requirements raised to equal that of regular 
medical schools, we will probably benefit by fewer but better 
matriculants.” 


“Talks to high schools and junior colleges, radio talks, 
encourage local physicians to talk more osteopathy to their 
patients. Establish contact with vocational guidance teachers 
in junior colleges, normal schools, universities, etc.” 


“More data as to results of past efforts in order to 
encourage and develop interest in the concerted effort of the 
members of our profession.” 


“Better and more osteopathy taught in our schools and 
practiced when students graduate. Less medical talk. All I 
know is to keep at the job all the time, and in our case, to 
get good speakers for our Lyceum Bureau. Our state has 
a good record in sending students to schools and this is the 
method we have used for years.” 


“I believe the step already taken in increasing the re- 
quirements of pre-osteopathic education will do much to 
give needed prestige to the profession so that it can compete 
with allopathic medicine. When this knowledge becomes 
general, inferiority complexes will be much fewer. Let's 
play offensive football for awhile.” 


Question: “Tell us of any difficulties you meet with in 
student recruiting.” 


Answers: “The profession is often prone to favor medi- 
cal training when pinned down by the student.” 


“The greatest problem appears to be to contact eligible 
student groups.” 


“The greatest present difficulty seems to be the basic 
science legislation.” 

“We have not conducted campaigns during the past sev- 
eral years, since it has been increasingly difficult for graduates 
to pass our State Board of Regular Medicine. For over a 
year we were uncertain that they would be permitted ex- 
amination.” 


“Principally an indifferent response on the part of the 
profession.” 

“Ambitious students do not have the same advantages 
as to hospitals as do medical students. Some doctors find 
it hard to get into schools with their talks, but this resistance 
is getting less and less.” 

“The chief difficulty is getting in touch with fellows who 
are preparing for college. I think that the practitioners in 
the college towns have more opportunities than ever.” 

“Probably lack of prestige as compared to the old school 
of medicine.” 

“The belief of some that their job is to make a living 
and let the schools get the students the best they can. 
Lethargy. Misconception of what it is all about.” 

“Chiefly financial, but still some ignorance and deep- 
seated prejudice in favor of medicine.” 

These are the opinions of those who are taking seriously 
the matter of student recruiting. To some the terms “voca- 
tional guidance” and “student recruiting” are confusing. 
Terms usually are, but the A.O.A. uses the term, vocational 
guidance, to cover all student recruiting activities. It is a 
term in general good use and stands for something definite. 

M. L. H. 


HAVE YOU SENT IN YOUR DOLLAR 
FOR THE STUDENT LOAN FUND? 


BUREAU OF CONVENTION PROGRAM 
COLLIN BROOKE, D.O. 
Chairman 
St. Louis, Mo. 
OUTSTANDING SYMPOSIUM ON MECHANICAL Perpcivins 
AND NATURAL IMMUNITY TO BE GIVE 

One of the symposia which is being rtneses for the 
Dallas convention is entitled, “Natural Immunity and Me- 
chanical Principles of Still.” This title was selected by your 
Bureau because of the desire to correlate the principles of 
osteopathy as stated since the beginning of the science with 
the known facts of immunity. Research on this subject has 
been carried on for many years by osteopathic institutions 
and individual osteopathic physicians, and the writers of the 
symposium are attempting to assemble these facts to make 
their presentation authentic and worth-while. 

There is a definite need for further research along this 
line and it is hoped that this symposium will arouse a _ re- 
newed interest in the subject. Proof of the principles of 
osteopathy lies in the astounding and sometimes almost un- 
believable results secured by manipulative treatment which 
has been carried on with little regard for accurate case 
records or data. We believe that a compilation of these facts 
will be of inestimable value to the profession in years to come. 

Dr. Percy H. Woodall of Birmingham, Ala., a_ Past- 
President of the A.O.A., was chosen as Chairman of the 
symposium and will deliver the first address. Dr. Woodall 
is one of the most studious members of the profession and 
was, at one time, an instructor in an osteopathic college. He 
has been identified with osteopathy for almost forty years 
and is conversant with the steady development of the pro- 
fession. He will be ably assisted in this presentation by Drs. 
Vincent H. Ober and Harold E. Litton. The entire sym- 
posium will require one hour on the General Program. 

Most of the Section programs are making satisfactory 
progress and some are already completed. We must urge 
those Chairmen who have not made a good showing up to 
this time to complete their programs at once and to submit 
monthly reports to this Bureau with copies to the Central 
office. We must know what you are doing. It is unfair to 
section members and to A.O.A. committeemen to be 
careless in these details. 

Only sixty days remain in which to prepare manuscripts 
and submit them to this Bureau for approval. The deadline 
for submission of all manuscripts is March 15, as stated in 
the rules which accompanied each invitation to appear on 
the program. 

Dr. Ray G. Hulburt, Editor of the A.O.A., has written 
that Anatole France, who won a Nobel prize in literature, 
is quoted as saying that seven revisions are necessary and 
an eighth is desirable when a manuscript is to be submitted 
for publication. The remaining period before the deadline 
is not too much time in which to do this very necessary work. 

Many interesting addresses are being prepared for the 
General Program. Some deal entirely with problems of 
diagnosis and treatment while others involve organizational 
activity and professional development. The General Program 
will consist of 1,300 minutes of addresses and demonstrations, 
every one of which will be educational and inspiring. More 
actual educational work will be packed into this one week 
than can be obtained by the members of our profession in 
any other manner. 

Come to Dallas for the greatest review course yet offered 
to the profession. 

Cc. B. 


ASSOCIATED HOSPITALS DISPLAY 

The Associated Hospitals of Osteopathy are planning 
one of the best displays at the Dallas convention that 
they have ever attempted. An effort is being made for 
uniformity in the pictures this year. Each hospital is 
asked to make pictures of both the exterior and interior 
of the building, in one size, 8 by 10 inches, and mail them 
to Dr. H. E. Donovan, Donovan Hospital, Raton, New 
Mexico. Dr. Donovan will have a photographer paint, 
mount, and letter the prints, and arrange them in an 
attractive display for the Associated Hospitals’ booth. It 
is requested that pictures be sent in as early as possible. 
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COMMITTEE ON SPECIAL MEMBERSHIP 
EFFORT 
FRANK E. MacCRACKEN, D.O. 


airman 
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MEMBERSHIP STATUS 

The holidays are over, Christmas gifts carted back to the 
stores for exchange, inventories taken, income tax schedules 
prepared, that is, if you have been efficient, or have an 
efficient secretary to do these things for you. Would that 
you would carry this efficiency a step further. When the 
1939 A.O.A. Directory is received at your office, turn to the 
section in the back where the nonmembers are listed. Select 
a classmate, a fraternity brother, a sorority sister, or a friend 
and put a black circle around his or her name and keep it 
there until you have secured an application for membership. 
Write to this prospect or talk to him if possible. In fact, 
hound the life out of him until he has done his duty. 


The membership on December 1, 1938, after the de- 
linquents were dropped, stood at 4,895. This was a drop of 
less than 8 per cent from December 1 of last year. We 
needed only to gain 37 members to have as big a Directory 
as we had two years ago—and of course before this JoURNAL 
is read we will have done better than that. In other words, 
this will be the biggest Directory ever put out with the single 
exception of last year. Let us hope that it will not take too 
long to overcome that handicap and again, year after year, 
put out a bigger book than ever before. Already plans are 
being made to attack this nonmembership group en masse, 
so everyone should be ready to act quickly and decisively 
when President Allen issues the call. 

HONOR ROLL 

Drs. A. E. Allen, Minneapolis, Minn.; C. H. Baker, 
Seattle, Wash.; W. C. Bugbee, Montclair, N. J.; Ottis L. 
Dickey, Joplin, Mo.; H. F. Garfield, Danville Ill.; S. B. 
Gibbs, Miami Beach, Fla.; J. L. Jones, Kansas City, Mo.; 
J. Paul Leonard, Detroit, Mich. ; J. W. McPherson, Dallas, 
Texas; R. P. Reeds, Lubbock, Texas; F. B. Shain, Chicago, 
Ill.; Irving J. Shalett, Lewiston, Maine; Malcolm A. Teng- 
blad, Chicago, Ill., and J. A. van Brakle, Portland Ore. 





Public Health Radio Programs 


Educational health programs approved by the Com- 
mittee on Public and Professional Welfare of the A.O.A. 
are being broadcast over the following stations: 


WAAF—920 kilocycles, Chicago, Wednesdays, 1:35 p.m., 
Chicago Osteopathic Society. 

KFKA—880 kilocycles, Greeley, Colo., Wednesdays, 4:45 

p.m., Colorado Osteopathic Association. 

KIUL—1210. kilocycles, Garden City, Kans., Wednesdays, 
11:15 a.m., Kansas Osteopathic Association. 

KHBG—1210 kilocycles, Okmulgee, Okla., Sundays, 3:15 
p.m., Eastern & Central Oklahoma  Osteo- 

pathic Association. 

WPAR—1420 kilocycles, Parkersburg, W. Va., and 
WBLK, 1370 kilocycles, Clarksburg, W. Va., 
Marietta Osteopathic Clinic. 

WROK—1410 kilocycles, Rockford, Ill., second Friday 
of each month, 8:30 p.m., Winnebago County 
Osteopathic Association. 

WFBL—1360 kilocycles, Syracuse, N. Y., third Saturday 
of each month, 2:00 p.m., Central New York 
Osteopathic Society. 

WHAZ—1300 kilocycles, Troy, N. Y., Mondays, 7:00 p.m., 
Hudson River North Osteopathic Society, 
New York. 

KFJB—1200 kilocycles, Marshalltown, Iowa, Wednesdays, 
Ea pm., Iowa Association of Osteopathic 

hysicians and Surgeons. 

WTCN—1250 kilocycles, Minneapolis, Minn., 
Wednesday, 10:00 a.m., Minnesota  Osteo- 

pathic Association. 

WADC—1320 Bg. «og Akron, Ohio, Tuesdays, 11:00 

Ohio Osteopathic Association. 

WHBC—1200 k kilocycles, Canton, Ohio, Wednesdays, 3:00 

p.m., Stark County Osteopathic Society. 

KFGQ—1370. kilocycles, Boone, Iowa, Wednesdays, 

Osteopathic Association. 
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Association for Osteopathic Child 
Study 


The Association for Osteopathic Child Study entered 
upon its long-term program in the spring of 1938, eight years 
after the organization was founded. The intervening years 
since April, 1930, were devoted to groundwork and prelimi- 
nary studies. This osteopathic child study movement is an 
expression of the belief, on the part of a founding group, 
that structural pathology constitutes a neglected child health 
problem, with childhood accidents a likely source of such 
pathology. The one thousand childhood accident cases were 
compiled primarily for the purpose of testing the soundness 
of this premise, and the essentially preliminary character of 
that project has always been recognized. 

The new project, which marks the beginning of a long- 
term program, is one which calls for coordinated effort over 
an as yet undetermined period, on the part of a limited group 
of osteopathic physicians. Membership in this group is open 
to physicians who will undertake to fulfill the following 
specifications : 

(a) Maintain a separate clinical file for the children’s 
cases, those of eighteen years or under. (An extra set of 
index cards at the back of the file will meet this requirement.) 

(b) Forward, quarterly, brief reports on the content of 
the file—these reports to provide the Research Committee 
with an index to the clinical material available within the 
combined records of the group. (By the cross-filing of this 
index data it will be possible for the committee to assemble 
material for clinical studies.) 

(c) Forward a complete report on any cases selected by 
the committee for purposes of statistical study. 

A project such as is here outlined will entail a large 
amount of work for the committee in charge. It will be 
necessary, therefore, to limit the size of the collaborating 
group. Last spring the number was tentatively placed at 
twenty-five, and such a group was made up promptly follow- 
ing our first announcement to previous collaborators. After 
six months’ work on the project, the committee has its 
problems sufficiently in hand to make it seem practical to 
enlarge the group. Insofar as it is possible to do so, it is 
desirable to bring together in this project all physicians who 
are interested both in child health problems and in osteopathic 
clinical studies. It is not necessary that a physician should 
have a large pediatrics practice to become a collaborator, 
but it is necessary that collaborators undertake to carry out 
instructions exactly in order to insure uniformity, and that 
physicians who enroll shall do so expecting to stay with 
the project over whatever period of time may be required to 
produce results (probably three years). 

We are pleased to take this opportunity to invite inter- 
ested physicians to participate in this project which has for 
its purpose the development of osteopathic clinical studies 
of child health problems. The final limit of the size of the 
study group remains to be determined, and applications for 
membership will be accepted in the order received. 

The form for the quarterly report which will serve the 
committee for index purposes is as follows: 

1. Identification of patient (age, sex, date of admission). 

2. Symptoms (in brief, or name of syndrome). 

3. Etiology (accident, infection, reflex or unknown). 

4. Pathology (somatic, other). 

A report on discharge is required as part of the limited 
report, this to be appended to first report as outlined above 
if the discharge occurs within the quarter. If the case is 
carried into a subsequent quarter, discharge report will be 
made separately, and the committee will transcribe the data 
for its files. 

Dr. Hannah W. Bailey, member of the Research Com- 
mittee of the Association for Osteopathic Child Study and 
formerly of the faculty of the Chicago College of Os- 
teopathy, is in charge of the scientific program, and all 
communications concerning its details should be addressed 
to her at 246 Harrison Avenue, Hasbrouck Heights, N. J. 


Jennie Arice Ryer, D.O., Chairman, 
Research Committee 
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Diagnosis and Treatment 


AN APPROACH TO PSYCHOGENIC DISORDERS 
R. J. CHAPMAN 
Senior Student, College of Osteopathic Physicians and Surgeons 
Los Angeles 


PART III 
SCHIZOPHRENIA 

There are several types of schizophrenia, but for our 
purposes we will consider them as a group. The consti- 
tutional factors sketched in Part II play an important 
part in the genesis of schizophrenia. The disorder in- 
volves extreme introversion, the most distinguishing fez- 
ture being the loss of sympathetic and responsive contact 
with others. The whole bearing of the schizophrene is 
an exaggeration of the self-consciousness and embarrass- 
ment which inhibits personal relations. He is indifferent 
to society, but is intensely interested in himself. This 
autistic shutting away from the individual’s fellow man, 
and the building up of his own world out of thoughts 
and favorite pursuits does not come about without reason. 
Adolph Meyer" suggests that schizophrenia is the result 
of the individual’s failure to make an adequate adjust- 
ment to his environment. McDougall believes this failure 
of adjustment is caused by a failure in the normal inte- 
grating process. The experience of the individual has been 
such that he has failed to develop a frank, understanding 
attitude toward his problems. Instead of the sentiment 
of self-regard dominating the whole system, the various 
parts function in relative independence thereby coming 
into perpetual conflict. The conflict of the desires of 
self-assertion and of submission prevent him from attack- 
ing his problems. He can never freely assert or wholly 
submit, and his perceptual pre-occupation with self is an 
intellectual expression of this conflict of opposed impulses. 


The disorder is thus one of conflict and repression 
since there is no expression of emotion and desire through 
social contact. Escape is now attempted in a manner 
which is natural to his type of personality. That is, by 
turning inward and indulging in fanciful satisfactions. 
The continued use of these faulty habits causes him to 
substitute fancy for fact and get further and further 
away from reality. The conflict, however, is never com- 
pletely resolved in this way, because some of the out- 
standing features of the schizophrenic (incapacity for 
voluntary decision, negativism, inhibited movement, stilt- 
ed pompous manner, mincing speech, nicety of gesture, 
etc.) may all be explained on the basis of the deadlock of 
impulses. There are, of course, other features of the 
disorder besides those we have mentioned. One of these 
is regression as manifested by emotional and mental de- 
terioration. This reaction is more common in some types 
(hebephrenic) than in others. Here the mental conflicts 
present a barrier which prevents the individual from going 
on in personality development, and, as a result, he regresses 
to an infantile level wherein adjustment is possible. 

We have seen that some introverts are predisposed 
to neurasthenia and others to schizophrenia. Adolph 
Meyer considers the psychoneurosis as a part reaction 
whereas the psychosis is a whole one. The distinguishing 
feature is probably the egocentricity of the schizoid. 


Hallucinations and delusions are common in schizo- 
phrenia, but since they are present in most other psy- 
choses as well, they cannot be considered as distinguish- 
ing features. Certain types of delusions, however, together 
with other symptoms, are somewhat pathognomonic in 
paranoia. Here we have persecutatory and megalomanic 
developments which become very fixed and are often- 
times the only evidences of disorder. A sense of guilt 
resulting from some weakness, or a feeling of inferiority, 
renders our sentiment of self-regard unduly sensitive 
causing us to interpret many regards of our fellow men 
as depreciatory. When beliefs arising from these sources 
cannot be rectified by cool reflection, they become mor- 
bid. These beliefs are removed from frank self-criticism 
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by repression. Paranoia is an illness of the introvert, 
but the chief reaction here is that of compensation. 
The desire of submission finds compensation in the delu- 
sions of persecution, and the self-assertive tendency 
strengthens the compensation by explaining the persecu- 
tions in terms of grandiose delusions. The Freudian 
explanation of paranoia on the basis of homosexuality is 
applicable in some, but of course not all, cases. The 
mechanism of projection is, nevertheless, prominent in 
every case. 
MANIC-DEPRESSIVE PSYCHOSIS 

Manic-depressive psychosis may also be explained in 
terms of faulty integration. In a well-integrated char- 
acter the desires of the self-sentiment (submission and 
self-assertion) are so balanced that they check and mod- 
erate each other, an excess of one or the other being 
allowed under appropriate circumstances. This harmoni- 
ous integration is not always successfully achieved since 
the process is a long and delicate one. Adverse circum- 
Stances in the early life of an extrovert may result in 
unbalance, and in the event of this the individual would 
exhibit cyclothymic peculiarities that would result in 
manic-depressive disorder under emotional or other 
strains. It is just this unbalance of self-assertive and 
submissive tendencies that results in the excessive exalta- 
tion or depression so characteristic of the manic-depres- 
sive. Factors other than a defective organization of the 
self-sentiment, such as extreme fatigue, endocrine upsets, 
or severe environmental rebuffs may, however, be causa- 
tive agents. 


In the manic-depressive reaction we do not have 
conflict and repression as the prominent features as we 
did in schizophrenia because the extrovert is protected 
from these by both free expression of emotion and desire 
through social contact, and the building up of a dissocia- 
tive barrier if necessary. In the up-phase or mania the 
picture is essentially one of an attack on the intolerable 
situation. This does not necessarily mean violence, al- 
though anger is a common secondary feature. Exaltation 
and hyperactivity are the expressions of the uninhibited 
self-assertive tendency. We should not, nevertheless, 
confuse exaltation with excitement because we may have 
excitement in depression as seen in involution melan- 
cholia. The ceaseless activity and tremendous output of 
energy without marked exhaustion in mania may be ex- 
plained on the basis of the release of energy which is 
normally consumed in inhibition. In addition the flight 
of ideas releases energy that would otherwise be con- 
sumed in sustained thinking and suspension of judgment 
which implies some balanced opposition, and which, like 
conflict, is a drain on the energy supply. The fact that 
the manic patient can, when the exaltation and activity 
have subsided, recall most incidents of the disturbed 
period, lends ammunition to the assumption that the 
disorder is not to be found in repression or a dissociated 
system of memories. 


In the down-phase or depression the unbalance is on 
the side of submission. Instead of attacking the disturb- 
ing factors the victim admits defeat, gives up and be- 
comes depressed. Strecker’“* agrees with White” in 
the suggestion that the psychosis is not characterized so 
much by the nature of the conflict or difficulty, but by 
the way in which the patient deals with it. The manic 
phase is described as a “flight into reality,” with extreme 
distractability and the depressive phase as a state in 
which the defences have broken down and the subject is 
overcome by a sense of moral turpitude (delusions of 
self accusation). 

CONCLUSION 

From the standpoint of mental illness, the importance 
of considering the individual as a psychobiologically inte- 
grated organism cannot be overemphasized. Lower level 
integrations, however, must also be considered, such as 
anatomical, physiological and psychological. The ana- 
tomical and physiological integrations are accomplished 
by the specific relations of organs, together with bio- 
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chemical and neurological factors. The psychological 
integration is shown in the individual’s reaction to his 
environment. Obviously the psychobiologically integrated 
activity may be upset by a disturbance at any level. 

The limitations of space have not only forced us 
to confine our discussions chiefly to the higher psycho- 


biological level, but also have permitted us only the 
most cursory glance at a few of the more common 
aspects of this field. In the illnesses conceded to be 


psychogenic, we have found the primary source of the 
difficulty to be in excessive mental conflict. This abnormal 
conflict of desires may result from unusual immediate 
environmental conditions which promote conflict, but 
more often it is caused by a fault in the long and delicate 
process of higher psychobiological integration. If the 
latter is the case, the individual has, through improper 
early experience, failed to gain dominance over his 
naturally conflicting strivings. He has not been able to 
develop an overruling attitude, goal or ideal which would 
enable him to resolve his opposed impulses and arrive 
at a decision concerning the course of action. This in- 
ability to bring antisocial desires into the subordination 
of more socially- and self-approved motives naturally 
breeds conflict by allowing the incompatible forces to 
operate with equal freedom. 

We thus see that lack of proper understanding of 
human nature and one’s self, or the failure to adopt a 
dominating ideal or goal (religion is sometimes a satis- 
factory ideal) may terminate in a faulty integration of 
the personality, and that this, in turn, predisposes to 
excessive conflict of desires and sentiments. In most 
cases the conflict is more or less resolved by way of 
symptom formation, but in some instances (neurasthenia) 
the mere presence of continued, unresolved and repressed 
conflict will produce disorder. These defense reactions 
and symptom formations are simply the patient’s way of 
defending himself. They aim to rescue him from the in- 
tolerable situation. 

The type of reaction is, of course, variable. The 
schizophrenic escapes by regressing to an infantile level 
or, more commonly, by retiring to a world of fancy. The 
hysteric diverts attention from the real difficulty by 
bringing into focus a dissociated functional disability or 
illness. The manic depressive either gives up and becomes 
depressed or violently attacks the disturbing situations. 
Why some individuals react or become disintegrated in 
one way and others in another, has been explained in 
various ways. We have suggested that the reaction may 
have its basis in an inherent constitutional or tempera- 
mental factor going to make up a certain personality 
type, or it may be engendered in acquired conditions of 
early life. The mechanists would like to explain it on 
the basis of organic trends. All, no doubt, play some 
part, but which one is the most influential is still a 
moot question. 

Our past discussions have been directed towards a 
better understanding of some of the etiological factors 
connected with behavior anomalies of the non-organic 
type. This understanding, however, is valuable only to 
the extent that it promotes a more intelligent approach 
to therapeutic problems. In view of this, our final dis- 
cussion of the functional disorders will deal with thera- 
peutics, particularly the various forms of psychotherapy. 


(To be continued.) 
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SUPRALEVATOR ABSCESS* 
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There are two spaces above the levator ani muscles 
where the anatomical conformation may allow pus to 
collect and a fairly large abscess to form. The retrorectal 
space between the muscular wall of the rectum, poster- 
iorly, and the part of the levator ani contiguous to the 
sacrum, is the most superficial of these two spaces and 
the one which will be of chief interest to us. 

The superior pelvirectal spaces, one on each side 
of the rectum, are located higher than the retrorectal 
space and are not prone to be infected directly as a 
result of anal and rectal lesions. As a general rule, 
abscesses in this region should be treated in the hospital 
In fact, these patients are rarely seen by the office proc- 
tologist. 

The responsibility for the successful treatment of 
these deep-seated abscesses should not be taken lightly. 
Many factors need to be considered, namely, the experi- 
ence of the physician in diagnosing and treating com- 
plicated fistulas, the accessibility of a qualified consultant, 
and the hardihood of the patient mentally and physically. 

J. D. Albright’ in his book on “Rectal Diseases” pub- 
lished in 1909, advises caution in treating deep abscesses: 

“A certain percentage of ischiorectal abscesses can be 
treated in the office although it is perhaps wisest not to 
do so. After three or four days in bed, most patients 
will be able to keep on their feet and can be brought 
to the office for the remainder of the treatment. General 
anesthesia is only necessary in the more extensive cases 
or those of a nervous temperament. There is a great 
difference between persons undergoing treatment of this 
nature. Some will insist on keeping on their feet thru- 
out the entire procedure while others favor the idea of 
invalidism and demand all the attention that can be given 
them.” 

Hirschman’ says that only the abscesses located be- 
low the levator ani muscles are amenable to treatment 
under local or caudal anesthesia. He also makes this 
rule: “No abscess of the ischiorectal region whose upper 
extermity is over two inches from the anal skin, and 
whose extent, size, and location can not be definitely 
outlined by bimanual palpation, should be operated upon 
unless under a caudal or spinal anesthetic.” 

At the Dover Street Clinic in Boston, the patient 
is accepted for treatment if, after a thorough examination 
and consultation of the members of the staff, it can be 
assumed that the origin of the infection is below the 
levator ani muscles. Only an occasional patient is taken 
to the hospital and this is done usually because the 
toxic condition of the patient and lack of proper home 
facilities make it advisable to do so. 

Abscesses around the rectum may be classified con- 
veniently for clinical purposes into anal, ischiorectal, sub- 
mucous and supralevator. These terms are descriptive 
but difficult to apply exactly. A large anal abscess may 
be partly ischiorectal, and both the submucous and supra- 
levator abscesses may infect the ischiorectal fossae. 

Their principal importance lies in the question of 
prognosis and likelihood of cure. A deep-seated abscess 
always involves grave possibilities as to the origin of the 
infection and the probability of a successful outcome. 

Fortunately, these deep-seated abscesses are not com- 
mon. One writer reports sixty-seven cases of retrorectal 


* Delivered before the Proctology Section at the Forty-Second 
Annual Convention of the American Osteopathic Association, Cin- 
cinnati, July, 1938. 
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abscesses; thirty-three of them were limited to the the day hoping that tomorrow the abscess will be ready 


retrorectal space; six of them extended into one and ten 
into both ischiorectal fossae, and five into the pelvirectal 
space. This classification assumes that the infection 
started in the retrorectal space and spread from there 
into the adjoining regions. 


These were all hospital cases and the abscess was 
probably well advanced before a diagnosis was made. 
At the Dover Street Clinic, we think that we are able 
to make a correct diagnosis in the early stages of 
abscess formation, and we also think that almost all 
retrorectal abscesses have their origin below the levator 
ani muscles as a result of crypt infection near the anal 
posterior mid-line. 

ETIOLOGY 

It is not possible to visualize exactly this process 
of infection because in the early stages it progresses 
without symptoms sufficiently painful to bring the patient 
to the physician. The infection travels along the fascial 
planes and between the muscles along the lines of least 


resistance. Possibly the lymphatics are involved in its 
development. The original lesion in the anal canal prob- 
ably heals because of the continual pressure of the 


sphincter muscle and pus collects in the spaces where 
the lack of mechanical pressure permits a reservoir to 
be formed. In the average case, this process probably 
requires six months or more. It is very likely to be 
itermittent. For a period of two months or more, 
the body resistance may be sufficiently high to keep 
the infection from spreading. At other times, it may 
proceed at a rapid rate. 


As this. infection travels from below upwards, Stan- 
ton’ believes that in almost every case it gains entrance 
to the retrorectal space at a point directly posterior to 
the internal sphincter muscle at the level of the anorectal 
line, where the two sides of the levator ani muscle in- 
terdigitate. In many patients there is an anatomical 
defect at this point. It may be a fact that only those 
patients who have this defect ever develop a retrorectal 
abscess. 

PROPHYLAXIS 

An understanding of the sequence of abscess de- 
velopment should make us particularly diligent in the 
prophylaxis of these conditions. A cord-like induration 
parallel with the anal canal detected on digital examina- 
tion, the healed fissure on visual inspection, the slight 
oozing of pus from the mouth of a crypt, the symptom 
of persistent soreness not explained by evident pathology, 
the constitutional symptoms of focal infection together 
with the usual symptoms of cryptitis should make us 
suspect the possibility of a latent infection by pyogenic 
organisms. The posterior part is, by far, the most com- 
mon site for early infection of the anal canal. If scar 
tissue is found in this region, it should be incised to 
its depth and enough skin removed to insure complete 
drainage and a slow healing wound. 


The preferred incision for draining a retrorectal 
abscess is not the same as the incision for an ischiorectal. 
Therefore, before operation, every ischiorectal abscess 
should be examined for possible retrorectal and sub- 
mucous complications. When an unusual amount of pus, 
i. e., a half-pint or more, is evacuated from what ap- 


peared to be a simple ischiorectal abscess, we may 
be certain that there is a cavity above the levator 
muscles. 

DIAGNOSIS 


In a well-developed retrorectal abscess, the diagnosis 
is not difficult. The pain is severe and has been severe 
for several days. A swelling is palpated posteriorly 
above the internal sphincter. The rectal mucosa is not 
mobile as it is over a submucous abscess. 


However, situations are frequently met where one is 
unable to locate accurately a circumscribed swelling even 
though he is convinced he is dealing with a pyogenic 
infection. One should not discharge the patient for 


for opening. Either a consultant should be called or 
the physician should proceed as follows: 


First, take the patient’s temperature. Even 99 F. 
is significant, especially if the white count is high. 
Anesthetize the skin covering Minor’s triangle and with a 
longer needle (1% inches) the posterior anal region in- 
cluding the levator ani muscles. Insert a _ three-inch 
aspirating needle into the suspected swelling and try 
to withdraw pus. While this is being done, keep the 
gloved finger in the rectum and guard against puncturing 
the rectal mucosa. If no pus is found, estimate whether 
the nupercaine has been effective. Inflamed tissue does 
not anesthetize completely. 


cad 


The pressure of a developing abscess produces so 
much pain that the patient can not sleep. If there have 
been two sleepless nights and there is no other pathology 
evident, we may suspect a deep-seated abscess. 


These doubtful diagnoses should be treated as out- 
lined for a retrorectal abscess provided first a submucous 
abscess has been absolutely ruled out. If, after a digital 
examination, one is still in doubt, it is best to make a 
small trial incision at the pectinate line nearest the 
bulging point. 


These diagnostic incisions will not increase materially 
the patient’s pain. They will not abort the abscess, but 


will provide outlet for the serous and purulent dis- 
charge and prevent serious fistula complications. 
TREATMENT 
An uncomplicated retrorectal abscess should be 


drained through an external incision into Minor’s triangle 
posteriorly and close to the anus. Complete anal an- 
esthesia is not necessary. Infiltration to the region 
incised is sufficient. 

It never should be opened into the rectal cavity by 
an incision through the rectal mucosa. 


In the acute stage, nothing should be done except to 
secure complete external drainage of the abscess. In- 
ternal openings, crypt involvement, spastic or fibrous 
sphincter should be left for later treatment. 


It is advisable to pass a Brinkerhoff speculum after 
the posterior part of the anus has been infiltrated with 
nupercaine and before the incision is made. This may 
reveal what later will become the internal opening of 
the resultant fistula, usually located at the level of the 
pectinate line. 


After the pus has been evacuated, again examine with 
the speculum and more leisurely inspect the crypt forma- 
tion and other anal pathology. Usually a _ suspicious 
looking crypt may be found. It may be sealed at the 
time of your first examination, but if kept under surveil- 
lance for ten days or two weeks, usually it will sooner 
or later reveal a communicating channel into the abscess 
drainage wound. 


This channel will in all probability heal itself after 
the posterior anal crypt has been removed. Only a 
very short straight channel remains provided the abscess 
drainage wound has been correctly made. A_ seton 
should never be inserted through this channel. Curetting 
or application of stimulating medicaments may be used 
to help the process. 


The frequent occurrence of this communicating 
channel, from the abscess cavity into the anus, provides 
the reason for the drainage incision in the advised lo- 
cation. No abscess is properly treated unless great care 
is taken to prevent later fistula development. 


The postoperative treatment of an acute retrorectal 
abscess usually presents no problems provided: 
(1) Thorough drainage has been secured. 
(2) The superior pelvirectal spaces are not involved. 
(3) The constitutional resistance of the patient is 
high. 
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When the patient returns forty-eight hours later, 
the wick is removed, the opening through the levator 
gently dilated with a uterine dressing forceps and the 
cavity irrigated with half strength warm hydrogen per- 
oxide, or 1-2500 solution of metaphen. As the cavity 
becomes smaller and the drainage ceases, the wick may 
be discontinued. It is well to see the patient every other 
day for a week or ten days. 


After the discharge stops, if the postanal wound is 
filling in too rapidly and there has been no evidence of 
side channels into the ischiorectal fossae, the wound may 
be lightly packed to a depth of an inch. The packing 
of metaphen (1 to 2500) or I—B compound gauze may 
be left in 48 hours. Packing aids the healing of the 
wound from the bottom and makes it possible to have 
a smaller external wound. 


The treatment of a combined ischiorectal and 
retrorectal abscess demands a larger incision in order 
to completely drain the ischiorectal fossa. The usual 
anterio-posterior incision may be made for the ischiorectal 
portion. In addition, a “relieving cut” may be made 
toward Minor’s triangle. This portion of the wound 
should be allowed to close last. Packing may be used 
if necessary to keep it open. 


This incision, at the deepest point, should reach the 
most advantageous point for draining the retrorectal 
fossa, namely, about 1% inch posterior to the intersection 
of the internal sphincter and levator ani muscles. The 
deep part of the incision should come close to the 
posterior part of the muscles protecting the anal canal. 


If the opposite ischiorectal fossa is involved, a sep- 
arate drainage incision is made and a seton inserted 
connecting the two wounds. The anococcygeal ligament 
should not be cut. 


A combined submucous and ischiorectal abscess may 
occur, but this is not common. The submucous abscess 
should be drained separately by removal of a posterior 
crypt. The ischiorectal abscess should be drained as 
outlined for the combined ischiorectal and retrorectal, 
provided the connection between the two abscesses is 
at or near the pectinate line. If the connection appears 
to be distal to the external sphincter, the usual incision 
for the ischiorectal abscess may be made. 

FISTULAE RESULTING FROM RETRORECTAL ABSCESS 

Chronic recurrent retrorectal abscesses do occur, but 
we seldom see them. 
development is something like this: The original ab- 
scess finds an outlet through an internal opening in the 
posterior anal canal. The patient’s symptoms are re- 
lieved and he does not consult a doctor. The second 
and third abscesses form and discharge in the same 
manner leaving an internal blind fistula. The internal 
opening is enlarged somewhat with the rupture of each 
abscess and a cavity forms below the levator posterior 
to the anal canal. This cavity connects with the retro- 
rectal space. To cure this type of fistula, it is necessary 
to establish external drainage and eventually cut through 
the sphincter muscle by the “step” method. 

There is another type of recurrent fistula which is 
frequently the aftermath of retrorectal abscess. The 
patient gives the history of having the fistula treated 
several times to no avail. The external opening is 
usually situated in the posterior part of the perineum 
at the level of the tip of the coccyx and about an inch 
distant from the middle line. It is impossible to dem- 
onstrate an internal opening and consequently these 
fistulae have been treated as external blind. Some of 
them have been cured without recognizing the retrorectal 
extension by keeping the wound open sufficiently long. 
The best method is to move the drainage incision gradu- 
ally over toward the anus. so that a straight drainage 
canal will be obtained from the opening in the levator 
to the outside, lightly packing this wound, if necessary, 
to keep it open. 


The probable sequence of their’ 


Journal A.O.A 
January, 1939 


Even though no internal opening is demonstrated, 
it is usually wise to clean out the anal posterior mid- 
line by the usual crypt incision. This should be done 
during the first week or ten days of the treatment as 
the divulsion helps to normalize the involved structures, 

SUMMARY 

A retrorectal abscess may be treated in the office 
under infiltration anesthesia by a competent proctologist. 
A patient with a superior pelvirectal abscess should 
be taken to a hospital. 

A retrorectal abscess should be opened early in order 


to prevent fistula formation. The diagnostic survey 
should be thorough and thoughtful. The possibility of 
a submucous abscess must be ruled out. Complications 


associated with an ischiorectal abscess must be thought 
of. 

The majority of ret.orectal abscesses occur as a re- 
sult of a slowly progressive infection from the posterior 
mid-line crypt pushing upward through an anatomically 
weak spot between the muscles posteriorly to the ano- 
rectal line. 

The proper treatment is by a deep incision through 
Minor’s triangle externally, close to the anal canal, 
splitting the fibers of the levator ani muscles. The 
wound should be made to heal slowly and the posterior 
mid-line crypt should be removed if pathological. 

Fistulae resulting from untreated or improperly 
treated retrorectal abscesses must have their origin recog- 
nized if a speedy cure is to be realized. 
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For a Finer and Better P.C.O.—p. 2. 

Pioneers. H. Willard Sterrett, D.O., Philadelphia.—p. 7. 

*Scientific Supplement: Concerning the Etiology and Osteopathic 
Manipulative Treatment in Seventeen Cases of Herpes Zoster. Edwin 
H. Cressman, D.O., Philadelphia.—p. 9. The Effects of Upper Thoracic 
Pressure on Blood Pressure and Pulse Rate. Frederick A. Long, D.O., 
Philadelphia.—p. 11. 


*Concerning the Etiology and Osteopathic Manipula- 
tive Treatment in Seventeen Cases of Herpes Zoster.—In 
a series of seventeen cases of herpes zoster, Cressman 
found articular lesions in all but two. The lesions pre- 
sented involved the vertebrae, ribs, or sacroiliac joints, 
and in every instance they showed a direct segmental 
relationship to the pain and eruption. No case failed 
to respond to lesion correction. Even in the two cases 
where specific lesions were not found, manipulative treat- 
ment given empirically to increase mobilization of the 
joints involved brought about satisfactory results. The 
manipulative treatment in all of the cases was performed 
as quickly and with as little trauma as possible. No 
other manipulations such as soft tissue treatment were 
given. Most patients received only a single treatment. 
No sedatives were needed. In some of the cases a modi- 
fied calamine lotion was applied to the skin and the pa- 
tient advised to keep the part warm. 

In seven cases, treatment was given in the early stage 
of the disease, at the onset of neuralgic pain or at the 
first appearance of the eruption. In these cases the at- 
tack was unusually mild—the so-called abortive herpes 
zoster. 

Cressman says that there is considerable evidence 
to prove that herpes zoster is caused by a filterable virus 
which is probably the same as, or closely related to, that 
of chickenpox. He cites several articles in medical lit- 
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erature concerning experiments and observations which 
tend to substantiate this contention. The virus is thought 
to enter the body through the upper respiratory tract and 
to invade certain of the sensory roots and ganglia by way 
of the blood stream. The question may well be asked, 
“Why does the virus select and affect certain of the 
sensory nerves and not others?” The answer may be 
found in a traumatic factor, such as the osteopathic ar- 
ticular lesion. In addition, herpes zoster often follows 
trauma to the head or spinal column, following tooth 
extraction, lumbar puncture, etc. Pressure on the sensory 
neurone as a result of spinal caries, tumor, etc., may also 
be a factor. 


*The Effects of Upper Thoracic Pressure on Blood 
Pressure and Pulse Rate—Long, of the Department of 
Osteopathic Research, Philadelphia College of Osteop- 
athy, reports the results of experiments carried out in 
1934 and 1935 on 100 male students of the Philadelphia 
college, fifty of whom were used as subjects and fifty 
as controls. Selection of subjects and controls was made 
after examination to exclude gross cardiovascular disease. 
The purpose of the experiments was to determine the 
effects on blood pressure and pulse rate of steady pres- 
sure applied bilaterally by hand to the upper three or 
four thoracic vertebrae. Care was exercised that no flex- 
ion, extension, rotation, side-bending or traction was in- 
duced. This pressure was maintained for three minutes. 
Pulse rate and systolic and diastolic blood pressure read- 
ings were secured five minutes before application of 
pressure and immediately after, 5 minutes after and 10 
minutes after the application of pressure. 

Results of the experiments are summarized as fol- 
lows: 

“There was a general average decrease in systolic 
and diastolic blood pressure, and in pulse rate which was 
more marked in the group of manipulated subjects. 

“The average changes were small in amount. 

“A greater number of subjects than controls evidenced 
a decrease in systolic pressure, diastolic pressure, and 
pulse rate immediately following upper thoracic spinal 
pressure. 

“At the end of 10 minutes following manipulation 
the findings in the subjects approximated those in the 
controls.” 
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The Clinical Significance of Constipation. Louis C. Chandler, 
A.M., D.O., Los Angeles.—p. 5. 

Constipation in Infants and Children. Florence Whittell, D.O., Los 
Angeles.—p. 8. 

Nervous Factors in Constipation. Thomas J. Meyers, D.O., Los 
Angeles.—p. 14. 

The Rectal D.O., Los 
Angeles.—p. 18. 

Intestinal Deformities and Their Relation to Constipation. Ross 
B. Thompson, D.O., Los Angeles.—p. 21. 

Dietary Aspects of Constipation. Milton A. Kranz, A.B., D.O., 
Los Angeles.—p. 24. 

Colonic Irrigation in Constipation. Evangeline N. Percival, D.O., 
Los Angeles.—p. 27. 

Body Mechanical Factors and Exercise in Constipation. Charles 
E. Atkins, D.O., Los Angeles.—p, 34. 

*The General Management of Constipation. Louis C. Chandler, 
A.M., D.O., Los Angeles.—p. ; 

Editorial: Hazards of Hypodermic Medication. Mr. Raymond 
Nettleship, Los Angeles.—p. 44. 


*The General Management of Constipation. — This 
article is one of several making up a symposium on 
constipation. Chandler discusses management of con- 
Stipation and sums up the important suggestions given 
in all the other articles. He has arranged the suggestions 
or procedures in their order of practical importance as 
applied first in the simpler cases and later in those 
more complicated. 


Factor in Constipation. C. L. Taylor, 


1. Detection and elimination of anorectal interfer- 
ence with normal defecation. Not to be overlooked in 
this connection are the obstructive effects of an enlarged 
retroverted uterus in women and hypertrophied prostate 
in men. 
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2. Cultivation of proper habit. This involves not 


only regularity of time in going to stool, but also selec- 
tion of a time when the patient is unhurried and when 
the defecation impulse is most apt to occur—usually 
following ingestion of food. Another suggestion is that 
the toilet fixture should be of proper construction: low 
enough to allow the thighs to be at less than a right 
angle to the trunk, the squatting posture being nature’s 
normal for defecation. 


3. Control of nervous factors. The patient's faulty 
attitude toward his constipation problem and failure to 
understand what is his personal normal are two of the 
important causes of constipation. Meyers says, “Most of 
us have noticed that nervousness is associated with some 
gastrointestinal problem. It is now fairly well recog- 
nized that flatulence is often of nervous origin, and that 
its most effective control is through the nervous system.” 


4. Correction of dietary errors and faulty colon 
chemistry. Regularity of eating habits needs especial 
attention when the establishment of a habit-time is ap- 
proached. The inclusion of adequate amounts of vitamin 
D in the diet is important. Correction of high fecal pH 
must not be neglected. 


5. Restoration of normal body mechanics by exer- 
cise and osteopathic manipulative treatment. The correct 
positioning, proper support and effective motor operation 
of each structural unit and organ of the body is implied 
by normal body mechanics. It should not be forgotten 
that spastic contracture of the muscles in the lumbosacral 
region and those forming the pelvic floor may be man- 
ually relaxed, giving material aid in cases where there 
is spasticity of the anal sphincter. 

6. Provision of artificial aid during earlier stages 
of treatment—suitable medication, colonic therapy and 
enemata and osteopathic manipulative treatment. 


7. Treatment of colitis. X-ray studies and stool ex- 
aminations are often essential for the proper analysis 
of the problem. In the atonic type of colitis, colonic 
irrigation is often of great importance as well as at- 
tention to the pH of the colon. When the spastic type 
has supervened, the use of antispasmodics of the bella- 
donna group may at times be a very important part of 
the treatment. 

8. Treatment of visceroptosis. 

9. Adequate care of stasis or digestive deficiency 
involving the small intestine or upper digestive organs 

10. Surgical relief of adhesions or other obstructive 
influences, 
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Florida 
The next examinations will take place on February 23, 24 and 
25, at Miami. All applications should be sent to A, G. Chappell, 
Secretary, 461 St. James Building, Jacksonville. 
Idaho 
The following officers were reelected on November 15: President, 
L. D. Anderson, Boise; vice president, H. B. Catron, Payette; sec- 
retary, Andrew McCauley, Idaho Falls. 
Iowa 
The next examinations of the Iowa State Board of Osteopathic 
Examiners will be held at the Des Moines Still College of Osteopathy, 
January 23, 24 and 25. For applications and other information address 
D. E. Hannan, Secretary, 202 Bruce-McLaughlin Bldg., Perry. 
The Iowa Board of Examiners in the Basic Sciences will conduct 
a written examination at the State Capitol, Des Moines, on January 
10, at 9:00 am. Address W. L. Strunk, D.Sc., Secretary, Decorah. 
Michigan 
The next examinations will be held on January 31 and February 1 


and 2. All applications for examination must be in the hands of the 
secretary, Claude B. Root, 420 S. Lafayette St., Greenville, by Jan- 
uary 21. 


Missouri 
The next examinations will be held at the Kirksville College of 
Osteopathy and Surgery and the Kansas City College of Osteopathy 
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and Surgery, January 18, 19 and 20. Applications must be in the 
hands of the Secretary, Leon B. Lake, 314 Central Trust Bldg., 
Jefferson City, at least fifteen days before date of examination. For 
application blanks, write the secretary. 
Vermont 
The next examinations will be held on January 26 and 27, at 
Montpelier. Application blanks and other information may be obtained 
from the Secretary, R. L. Martin, 24 Elm St., Montpelier. 
West Virginia 
The next meeting of the state board will be held at Huntington, 
February 13 and 14. 


Conventions and Meetings 


Announcements 








American Osteopathic Association, Forty-Third 
Annual Convention, Dallas, June 26-30. Program 
chairman, Collin Brooke, St. Louis, Mo. 











American Association of Osteopathic Examining Boards, Dallas, June. 

American College of Osteopathic Obstetricians, Dallas, June. 

American Osteopathic Golf Association, Dallas, June. 

American Osteopathic Society of Ophthalmology and Otolaryngology, 
Dallas, June 24-26. 

American Osteopathic Society of Proctology, Dallas, June 23-24. Pro- 
gram chairman, Matt Henderson, Atlanta, Ga. 

Associated Hospitals of Osteopathy, Dallas, June. 

Associated Colleges of Osteopathy, Dallas, June. 

California state convention, Fairmont Hotel, San Francisco, 
23-25. Program chairman, William T. Barrows, Oakland. 

Eastern Osteopathic Association, Hotel Pennsylvania, New York City, 
March 25-26. Program chairman, C. VD. Losee, Westfield, N. J. 

Georgia state convention, Griffin, May 5-6. Program chairman, D. C. 
Forehand, Albany. 

Illinois state convention, Danville. 

International Society of Osteopathic Ophthalmology 
gology, Dallas, June 23. 


March 


and Otolaryn- 


Iowa state convention, Hotel Savery, Des Moines, May. Program 
chairman, Rolla Hook, Logan. 
Kansas state convention, Hotel Allis, Wichita, October. Program 


chairman, James B. Donley, Kingman. 

Kentucky state convention, Louisville. 

Legislative Council, Dallas, June. 

Middle Atlantic States Osteopathic Association, Hotel Roanoke, Roan- 
oke, Va. 

Minnesota state convention, St. 
E. S. Powell, St. Paul. 
Missouri state convention, Excelsior Springs, October 30, 31 and No- 

vember 1. Program chairman, H, G. Swanson, Kirksville. 
National Board of Examiners for Osteopathic Physicians and Sur- 
geons, Dallas, June. 
Nebraska state convention, Hastings. 
New Hampshire state convention, Manchester, May. 
men, Ralph G. Beverly, Keene, and C. S. Garran, 
New Mexico state convention, Roswell, April. 


Paul, May 5-6. frogram chairman, 


Program chair- 
Rochester. 


North Carolina state convention, Raleigh, May 27. Program chair- 
man, A. R. Tucker, Raleigh. 

Ohio state convention, Columbus, May 14-16. Program chairman, 
R. S. Licklider, Columbus. 

Oregon state convention, Portland, June. 

Osteopathic Women’s National Association, Dallas, June. 

Society of Divisional Secretaries, Dallas, June. 

Tennessee state convention, Memphis. Program chairman, Walter 
Baker, Memphis. 

Vermont state convention, Burlington. 


Virginia state convention, Richmond, April. Program chairman, C, C. 
Akers, Lynchburg. 
West Virginia state convention, Chancellor Hotel, 
5-6. Program chairman, T. H. Lacey, 
Wyoming state convention, Riverton, June 4, 5. 
M. O. Furest, Riverton. 
OFFICIAL AND AFFILIATED ED ORGANIZATIONS 
CALIFORNIA 
Alameda County Osteopathic Society 
At Berkeley, November 18, Thomas Robinson, D.D.S., Berkeley, 
and M. L. Neilsen, Petaluma, were the speakers. 
Fresno County Osteopathic Association 
On December 1, Robert P. Haring, Visalia, was the guest speaker. 
Orange County Branch 
At the November meeting, Edward S. Merrill, 
the guest speaker. 


Parkersburg, June 
Parkersburg. 
Program chairman, 


Los Angeles, was 


Sacramento Valley Branch 
At Stockton, December 3, Glenn F. Coffee and C. Stillman Wells, 
both of Sacramento, spoke on “Care of the Common Cold.” 
COLORADO 
Western Colorado Osteopathic Association 
A meeting was held at Rifle, on October 30. 
DELAWARE 
State Society 
On December 1, Earl H. Gedney, Philadelphia, 
eases Affecting the Lower Back.” 
DISTRICT OF COLUMBIA 
District Association 
On November 24, Otterbein Dressler, Philadelphia, spoke on ‘“‘Cer- 
tain Syndromes as Viewed by the Pathologist.” 


spoke on “Dis- 
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FLORIDA 
Pinellas County Osteopathic Society 
On November 9 the following officers were elected: President, 
Earl E. Osborn; vice president, James A. Stinson; secretary-treas. 
urer, Basil F. Martin, all of St. Petersburg. 
On December 1 Harold E. Clybourne, 
guest speaker. 


Columbus, Ohio, was the 
IDAHO 
Boise Valley Osteopathic Society 
At Nampa, December 15, the following program was Presented : 
“Colds and Their Complications, ” H. V. Heimburger, Parma; “The 
Osteopathic Care of Colds,” Earl Warner, Caldwell; “Anatomy of the 
Upper Thoracic Segments,” C. R. Whittenberger, Caldwell; “Prog. 
ress,” A. G. Bowbrick, Emmett. 
ILLINOIS 
Chicago Osteopathic Association 
On December 1, W. Fraser Strachan, Norman J. Larson and 
C. G. Beckwith, all of Chicago, discussed “The Diagnosis and Treat- 
ment of Sacroiliac Lesions,” illustrating their talks with motion pic. 
tures. Ralph F. Lindberg, Chicago, spoke on “Hospital Procedure.” 
Chicago—South Side Osteopathic Physicians’ Society 
On December 1, a round table discussion was conducted. On 
December 15 Leon E. Page, Chicago, spoke on “‘T herapeutic Uses of 
X-Radiance.”” On December 15 a discussion was conducted on “Use 


and Abuse of Adjuncts in Conjunction with Osteopathic Therapy.” 
Illinois Valley Osteopathic Society 
At Joliet, November 10, E. W. Reichert, Chicago, spoke on 


“Organization,” D. B. Heffelfinger, Chicago, discussed the activities 
of the radio committee of the state society, and Ralph F. Lindberg, 
Chicago, spoke on the activities of the Chicago College of Osteopathy. 

The following officers were elected: President, Hal K. Carter, 
Streator, reelected; vice president, R. F. Purinton, Ottawa; secretary- 
treasurer, R. A. Palmer, Ottawa. . 

Fourth District Illinois Osteopathic Association 

At El Paso, November 17, the following were the speakers 
E. W. Reichert, Fred B. Shain, Ralph F. Lindberg; Dan B. Heffel 
finger, all of Chicago, and H. Willard Brown and Charles E. Kalb, 
both of Springfield. 

INDIANA 
State Association 

The officers were reported in Tue Journat for December. The 
following committee chairmen have been appointed: Membership, 
Frank E. Doddridge, South Bend; socialized medicine and public 
health and education, Paul van B. Allen, Indianapolis; hospitals and 
clinics, R. N. Fordice, Rushville; student recruiting, V. B. Wolfe, 
Walkerton; public relations, and convention program, J. E. Carter, 
Fort Wayne; publicity, Wesley C. Warner, Fort Wayne; legislation, 


A. G. Dannin, Indianapolis; professional insurance, F. A. Turfler, 
Jr., South Bend; displays at conventions, John M. Kauffman, Fort 
Wayne. 

IOWA 


State Society 
Because of the resignation of W. C,. Chappell, Mason City, as 
president of the society, Rolla Hook, Logan, vice president, auto- 
matically becomes president. 
KANSAS 
Arkansas Valley Society of Osteopathic Physicians and Surgeons 
At LaCrosse, November 17, F. E. Hastings, Pratt, Thomas B 

Powell, Larned, and Paul R. Jones, Greensburg, talked on legislative 

affairs, Dr. Powell also described and demonstrated “The Atlas and 

Axis Lesions.’””’ John W. Morrow, Larned, was the guest speaker. 

Dr. Jones talked on radio and newspaper publicity. 

Central Kansas Association of Osteopathic Physicians and Surgeons 
At Abilene, November 17, D. W. Hendrickson, Wichita, spoke 

on “Arthritis, Its Diagnosis and Treatment.” 

South Central Kansas Society of Osteopathic Physicians and Surgeons 
At Madison, October 27, J. T. Catlin, Eureka, spoke on “Chronic 

Sinusitis.” 

At Arkansas City, in November, H. 
spoke on “Vocational Guidance.” 

Southeast Kansas Society of Osteopathic Physicians and Surgeons 

At Coffeyville, December 1, H. C. Wallace and Q. W. Wilson, 

both of Wichita, were the guest speakers, 
Southern Kansas Osteopathic Association 

The following are the present officers and committee chair- 
men: President, C. V. Moore, Medicine Lodge; vice president, sta- 
tistics and professional development, C. A. Kincaid, Oxford; secre- 
tary-treasurer and publicity, R. C. Craig, Argonia; membership and 

censorship, J. B. Donley, Kingman; professional education, F. L. 

Barr, Arkansas City; hospitals and convention program, W. H. 

Youle, Wellington; student recruiting, K, A. Bush, Harper; public 

health and education, F. C. DeLogney, Norwich; industrial and insti- 

tutional service and clinics, Charles Mitchell, Kiowa; convention 
arrangements, F. M. Stromberg, Cunningham; legislation, Raymond 

R. Wallace, Caldwell; displays at fairs and expositions, Charles W. 

Mount, Belle Plaine. 

At Kiowa, December 6, Q. W. Wilson, Wichita, was the prin- 
cipal speaker. 

Southwest Kansas Society of Osteopathic Physicians and Surgeons 
A meeting was held on November 10 at Garden City. 
Tri-County Society of Osteopathic Physicians and Surgeons 
At Mound Ridge, November 15, William S. Childs, Salina, was 

the principal speaker. 


G. Swanson, Kirksville, Mo., 


KENTUCKY 
State Association 
The officers were reported in Tue Journat for December. The 
following committee chairmen have been appointed: Membership, Cc. 
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H. Robertson, Owensboro; professional education, Edmund H. Bouton, 
Frankfort; hospitals, Stanley G. Bandeen, Louisville; censorship, N. 
H. Wright, Louisville; student recruiting, Robert L. Whipple, Owens- 
boro; public health and education, Nora Prather, Louisville; indus- 
trial and institutional service, E. W. Patterson, Louisville; clinics, 
A. B. Johnson, Louisville; statistics, Martha D. Beard, Hopkinsville; 
convention program, C. R. Blackburn, Henderson; convention ar- 
rangements, A. B. Johnson, Louisville; legislation, Carl J. Johnson, 
, development, R. Evelyn Alvord, Lexington. 
MAINE 
Central Maine Osteopathic Society 
December 4, William H. Lum, Augusta, spoke on 


Louisville; professional 


At Augusta, 
“Vitamins.” 

Knox-Lincoln-Waldo Tri-County Osteopathic Society 

At Wiscasset, December 5, Albert E. Chittenden, Auburn, spoke 

on “Legislation,” and I. J. Shalett, Lewiston, talked on “The Im- 

rtance of Being a Member of the American Osteopathic Association.” 

Western Maine OsteQpathic Association 

At Lewiston, December 7, Everett S. Winslow, 

the principal speaker. 


Portland, was 


MASSACHUSETTS 
Essex County Osteopathic Society 
The November meeting was held at Salem. Charles E. Donovan, 
Salem, spoke on “Practical Dermatology.” 
Middlesex South Osteopathic Society 
On December 1, Alexander F. McWilliams, Boston, George C. 
laplin, Boston, and Perrin T. Wilson, Cambridge, demonstrated 
“Cervical and Upper Thoracic Technic.” 
Worcester District Osteopathic Society 
On December 7 Floyd Moore, Brooklyn, spoke on “Special Os- 
teopathic Technic.” 
MICHIGAN 
State Association 


The officers were reported in Tue Journat for December. The 
following committee chairmen have been appointed: Internal affairs, 
S. J. Nye, Pontiac; public relations, W. P. Bruer, Detroit; public 


health, clinics and hospitals, Harold Hutt, Holly; statistician, Leroy 
C. Johnson, Pontiac, legislation, Joseph W. Norton, Farmington; 
labor contact, Harry F. Schaffer, Detroit; publicity (radio), Russell 
M. Wright, Detroit and (news) Dr. Schaffer; industrial and institu- 
tional service, Charles Auseon, Hillsdale; professional development 
and education, E. Deane Elsea, Detroit; speakers bureau, Dr. Wright; 
lyceum and vocational guidance, Louis M. Monger, Detroit; lay- 
men’s organization, Ethel C. Carpenter, Lansing. 

Ionia-Montcalm County Association of Osteopathic Physicians and 

Surgeons 

On December 8, A. J. Still, Flint, spoke on “Perineal Repair,” 
illustrating his talk with motion pictures. 

The following officers were elected: 
Lyons; vice president, H. R. Seelye, 
E. L. Price, Belding. 

Kent County Society of Osteopathic Physicians and Surgeons 


President, A. C. German, 
Stanton; secretary-treasurer, 


At Grand Rapids, December 13, the following officers were 
elected: President, William Bethune; vice president, Monroe K. 
Conklin; secretary, Walter Thwaites; treasurer, Preston M. Wells, 


reelected, all of Grand Rapids. 
Lenawee-Hillsdale Association of Osteopathic Physicians 

lhe November meeting was held at Hillsdale. Charles E. Auseon, 
Hillsdale, was the principal speaker. The following officers were 
elected: President, Charles H. Rausch, Blissfield; secretary-treas- 
urer, Truman R. Rentschler, Tecumseh. 

MINNESOTA 
Minneapolis Osteopathic Society 

At the December meeting the following program was presented: 
“Waldever’s Ring,” H. R. Berston, St. Paul; “Torticollis,’” C. E. 
Mead, Red Wing. 

MISSOURI 
State Association 

Officers and committee chairmen were reported in THe JouRNAL 
for December. The following are additional committee chairmen 
Membership, J. L. Jones, Kansas City; hospitals and clinics, A. B 
Wheeler, Carthage; censorship, George Cox, Webb City; student 
recruiting, Marguarite Fuller, Cape Girardeau; industrial and insti- 
tutional service, J. L. Jones, Kansas City; publicity, C. A. Povlovich, 
Kansas City; statistics, H. D. McClure, Kirksville; convention ar- 
rangements, F. L. Mitchell, Excelsior Springs; professional develop- 
ment, J. Lincoln Hirst, St. Louis; displays at fairs and expositions, 
Lowell Glaze, Sedalia. 

Central Missouri Osteopathic Association 
At Columbia, November 17, a round table discussion was held. 
The December meeting was scheduled to be held at Paris. 
North Central Missouri Osteopathic Association 

The officers were reported in Tue Journat for November. The 
following committee chairmen have been appointed: Professional edu- 
cation, Ann Samuelson, Chillicothe; hospitals and clinics, B. I. Ax- 


tell, Princeton; student recruiting, F. W. Simpson, Milan; indus- 
trial and institutional service, M. E. Elliott, Chillicothe; publicity, 
Grace Simmons, Milan. 

Northeast Missouri Osteopathic Association 


At Kirksville, December 9, H. D. McClure, Kirksville, spoke on 
“Diseases of the Nervous System.” 

The January meeting is scheduled to be held at Memphis. 

Northwest Missouri Osteopathic Association 

The officers were reported in Tue Journat for November. The 
following committee chairmen have been appointed: Membership, R. 
L. Grunn, New Hampton; hospitals, clinics and legislation, E. L. 
Wood, Bethany; censorship, C. S. Compton, Cameron; student re- 
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cruiting, H. R. Juvenal, Maryville; public health and education, C. L. 
Steidley, Savannah; industrial and institutional service, J. M. Auten, 
Stewartsville; publicity, Lou Etta Fellhauer, Excelsior Springs; con- 
vention program, R. W. Hayward, Plattsburg. 
Osage Valley Osteopathic Association 
At Versailles, November 17, P. F. Eckhoff, Versailles, was the 
principal speaker. 
St. Louis Osteopathic Association 
A meeting was scheduled to be held on December 20. 
Southeast Missouri Osteopathic Association 
At Charleston, November 13, M. M. Fuller, Cape Girardeau, was 
the guest speaker. 
Southwest Missouri Osteopathic Association 
At Neosho, November 16, H. G. Swanson, Kirksville, was the 
principal speaker. 
West Central Missouri Osteopathic Association 
At Warrensburg, November 17, A. B. Wheeler, Carthage, was 
the principal speaker. 
NEBRASKA 
State Association 
The officers were reported in Tue Journat for November. The 
following committee chairmen have been appointed: Membership, 
Bernard Drost, North Platte; professional education, C. Lloyd Peter- 


son, Beatrice; hospitals and legislation, Anton Kani, Omaha; stu- 
dent recruiting, Arabella Livingston, Omaha; public health and 
education, Harry P. Irwin, Kearney; industrial and _ institutional 


service, N. A. Zuspan, Grand Island; publicity, (paper), O. D. Ellis, 
Lincoln, (radio) Harry P. Irwin, Kearney; convention program, 
R. H. Cowger and H. D. Walters, both of Hastings. O. D. Ellis, 
Lincoln, is editor. 
Douglas County Osteopathic Association 
rhe following are the present officers and committee chairmen: 
President, Angela McCreary, reelected; vice president, G. L. Rumel- 
hart; secretary, Arabella S. Livingston, reelected; treasurer, Jennie 
M. Laird, reelected; publicity, Dr. Rumelhart. 
Eastern Nebraska Society of Osteopathic Physicians and Surgeons 
At Lincoln, November 20, 1. N. Morgan, Steele City, spoke on 
“Undulant Fever,” W. L. Davis, Lincoln, “Osteopathic Practice,” and 
E. M. Ingham, Wymore, “Influenza.” A round table discussion 
followed. 
Southwestern Nebraska Osteopathic Society 
A meeting was held at McCook on November 20. 
The January meeting is scheduled to be held on 
Kearney. 


the 15th at 


NEW JERSEY 
Bergen County Osteopathic Society 
The September meeting was held at Hackensack. 
Finnerty, Montclair, was the guest speaker. 
At Paterson, November 17, Arthur R. Neale, Jr., Paterson, op- 
tometrist, spoke on “Optometric Principles and Orthoptics.” 
NEW MEXICO 
Central New Mexico Osteopathic AssOciation 
At Albuquerque November 20, Caroline C. McCune, 
was the principal speaker. 


Francis A. 


Santa Fe, 


NEW YORK 
State Society 
The officers were reported in Tue Journat for December. 
K. Lapp, Rochester, was elected vice president. 
was erroneously listed as holding that 
JourNAL, 


Irene 
Helen M. Dunning 
position in the December 


Hudson River North Osteopathic Society 

At Schenectady, November 5, E. MacDonald Stanton, M.D., 
Schenectady, discussed various aspects of health insurance and social- 
ized medicine. 

The following officers were elected: President, John R. Pike, 
Albany; vice president, Alice Brown, Troy; secretary-treasurer, Philip 
A, Greene, Troy; sergeant-at-arms, Mrs. Maus Stearns, Schenectady. 

At Albany, December 3, Warren A. Pratt, Oneonta, spoke on 
“Functional Foot Disorders.” 

Long Island Osteopathic Society 

The officers and committee chairmen were reported in THE JouRNAL 
for December. Additional committee chairmen have been appointed 
as follows: Membership James Campbell, Rockville Center; pro- 
fessional education, Millard Webb, Garden City; compensation, James 
Maxwell, Patchoque, 

Osteopathic Society of the City of New York 

On December 17, George S. Rothmeyer, Philadelphia, spoke on 
“The Why of Weak Feet and What to Do About Them.” 

The January meeting is scheduled to be held on the 2st. 

Rochester District Osteopathic Society 
On November 17, Gordon Coryell, East Rochester, demonstrated 
a method of obtaining blood samples for Wassermann test. 
Westchester County Osteopathic Society 
On December 7, H. Willard Sterrett, Philadelphia, spoke on 
Urological Problems in General Practice and Their Management.” 
Western New York Osteopathic Association 
On December 3, the following symposium on “Pneumonia” was 
presented: “Pathology,” Robert L. Day, Buffalo; “Clinical Diag- 
nosis,” Herman P. Zaehringer, Kenmore; “Differential Diagnosis,” 
W. LeVerne Holcomb, Buffalo; “Laboratory Findings,” Howard B. 
Herdeg, Buffalo; “Osteopathic Treatment,”’ Milton Smith, East Au 
rora; “Other Treatment,”” Edwin Larter, Niagara Falls. 
OHIO 

Ashtabula Osteopathic Society of Physicians and Surgeons 

The following officers were reelected in September: President, 
W. R. Westfall, Ashtabula; vice president, W. M. Moore, Andover; 
secretary-treasurer, J. M. Hutchinson, Geneva. 
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Athens and Hocking Counties Society of Osteopathic Physicians and 
Surgeons 
At Nelsonville, November 17, a discussion of case histories and 
therapy was conducted. 
The December meeting was scheduled to be held on the 15th at 
Logan. 
Osteopathic Study Club of Dayton 


On December 8, motion picture films were shown. Research 
Bulletin No. 7 was reviewed. 
Lorain & Erie County Osteopathic Society 
At Lorain, November 30, Leonard Nagel, Cleveland, spoke on 


“Newer Diagnosis of Spinal Injuries.” 
Third (Akron) District Osteopathic Society 
On December 5, L. E. Sowers, Warren, spoke on “Osteopathic 
Technic.” 
OKLAHOMA 
Oklahoma County Osteopathic Association 


At Oklahoma City, November 29, W. E. Pool, Lindsay, gave 
a paper on “The Anatomical Short Leg.” 
The following officers were reelected: President, K. E. Rogers; 


vice president, C. E. Schefold; secretary-treasurer, G. R. Thomas, all 
of Oklahoma City. P. A. Harris and L. M. Cresse, both of Okla- 
homa City, were elected trustees. 
South-Central Oklahoma Osteopathic Association 

On November 22, at Kingfisher, E. Ewing, El Reno, spoke on 
legislation, C. F. Stauber, Oklahoma City, read a paper on “Infant 
Nutrition” and A. R. Zellers, Kingfisher, optometrist, spoke on “The 
Eye in Disease.” 


The December meeting is scheduled to be held on the 17th at 


Chickasha, 
OREGON 
Southern Oregon Osteopathic Society 
On November 21, W. W. Howard, Medford, was the principal 
speaker. 
The December meeting was scheduled to be held on the 19th 
at Ashland. 
PENNSYLVANIA 
Allegheny County Osteopathic Society 
On November 15, the following officers were elected: President, 


Charles F. Winton, Wilkinsburg; vice president, Sara Van Doran, 
Pittsburgh; secretary, R. E. Wert, Pittsburgh; treasurer, H. G. Mc- 
Clelland, Bellevue. 
Erie County Osteopathic Society 
On November 9, Otto Meyn, Erie, spoke on “Diabetes Mellitus.” 
Lehigh Valley Osteopathic Society 
At Bangor, November 10, C. Paul Snyder, Philadelphia, spoke 
on “Osteopathic Mechanics of the Upper Spine and the Relation of 
Focal Infection in the Nose and Throat to Osteopathic Lesions in 
the Upper Spine.” 
The December meeting 
Bethlehem. 
North Central Pennsylvania Osteopathic Association 
At Canton, November 17, W. Madison Irwin, Sunbury, spoke on 
“Osteopathy in General Practice,” and Hal J. Petitt, Elmira, on 
“The Diagnosis and Treatment of Sinus Conditions.” 
Philadelphia County Osteopathic Association 
On November 17, Thomas R. Thorburn, New York City, was the 
guest speaker. 


scheduled to be held on the 8th 


was 
at 


RHODE ISLAND 
State Society 

On October 13, Wallace P. Muir, Boston, spoke on ‘“‘Pilonidal 
Sinus,” illustrating his talk with films, 

On November 10 the following program was presented: ‘“Treat- 
ment of Syphilis,” Frank A. Gants, Providence; “Tonsillectomy,” 
William E. Kirby, Providence; ‘“‘Demonstration of Technic for Cor- 
rection of Simple Acromioclavicular Lesions of the Shoulder Girdle,” 
Samuel L. Gants, Providence, 

SOUTH DAKOTA 
Southeastern South Dakota Osteopathic Association 
At the November 20 meeting current problems were discussed. 
TENNESSEE 
West Tennessee Osteopathic Association 

At Dyersburg, November 13, T. O. Lashlee, Jackson, 

round table discussion on “Socialized Medicine.” 
TEXAS 
State Association 

V. A. Kelley, Waco, has taken the place of Dr. McPherson as 
secretary-treasurer, 

East Texas Association of Osteopathic Physicians and Surgeons 

The following are the present officers: President, Ross Mc- 
Kinney, Texarkana; vice president, Dan Whitehead, Atlanta; secre- 
tary-treasurer, A. H. Porter, Henderson, 

A rectal clinic was conducted at Nacogdoches on November 3. 

At Naples, December 2, Gladys F. Pettit, Dallas, Walters Russell, 
Longview, and Katherine Kenney, Fort Worth, were the speakers. 

Fort Worth Osteopathic Association 

At the November meeting, Claude Logan, Dallas, chairman of 
the Finance Committee for the coming A.O.A. convention in Dallas 
made a report. 

North Texas District Association of Osteopathic Physicians and 
Surgeons 

At Denison, November 19, Herbert W. Locke, Gainesville, spoke 
on “Obstetrics.” Rectal clinics were conducted by Sam and Marille 
Sparks, both of Dallas, and J, Ralph Smith, Denison. 

The following officers were elected: President, Dar Dailey, 
Weatherford; vice president, M. C. Atkins, Waxahachie; secretary, 
Dr. Smith. 


led a 
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Panhandle Osteopathic Society 

At Plainview, December 6, E. W. Cain, Amarillo, 
various methods of taking blood pressure readings, and 
Vick, Amarillo, read reports from the legislative committee. 

The next meeting is to be held at Lockney in March. 

Southeast Texas Osteopathic Association 

At Houston, December 3, a surgical symposium was conducted 
by Sam Sparks, Dallas, B. D. Henry, Corpus Christi, and F, J. 
McAllister, Houston. Diagnosis and treatment of acute conditions of 
the abdomen were discussed. 


discussed 
Lester J. 


UTAH 
State Association 
At Salt Lake City, November 16, L. W. Linder, Salt Lake City, 
reported on the A.O.A. convention at Cincinnati, and George K. 
Niehouse, Salt Lake City, on the postgraduate course given at Denver. 


WASHINGTON 
King County Osteopathic Association 
At Seattle a joint meeting with the Pierce County Osteopathic 
Society was held on November 10. Demonstration of osteopathic tech- 
nic was presented. 


Pierce County Osteopathic Society 
(See King County Osteopathic Association) 
Spokane County Osteopathic Association 


On October 29, R. C. Mayo, C. E. Abegglen, H. L. Davis, J. E 
Heath, L. D. Brown and W. E. Abegglen, all of Walla Walla, talked 
on and demonstrated problems of the low-back region. A general dis- 
cussion followed. 

Yakima Valley Osteopathic Association 

At Sunnyside, October 30, rules and regulations in the treatment 

of W.P.A. workers were discussed. 


WEST VIRGINIA 
Monongahela Valley Osteopathic Society 
The November meeting was held at Weston. L. M. Bell, Mari- 
etta, Ohio, spoke on “‘Head Ailments.” 
Ohio Valley Osteopathic Association 
November 17, E, B. King and George O. Smith, 
Ohio, spoke on “‘Low-Back Pain, Diagnosis and 


At Bellaire, 
both of Marietta, 
Treatment.” 

Parkersburg District 

On December 6, at Arnoldsburg, Paul Murphy, Smithville, spoke 
on “Practical Urological Conditions and Sulfanilamide.” A round 
table discussion followed. 

Southern West Virginia Osteopathic Society 

At Hinton, November 6, a symposium on osteopathic technic 
was conducted, followed by clinical demonstrations. Harwood James, 
Beckley, E. T. Eades and W. H. Carr, both of Bluefield, H. H. Cud- 
den, Logan, and T. Paul Gore, Princeton, demonstrated osteopathic 
technic, 

WISCONSIN 
Union District Meeting 

At Hustisford December 9, the following program was presented: 
“Address of Welcome,” E. Anderson, Janesville; “State Prob- 
lems,” M. G. Ellinger, Milwaukee; “Feet and Shoes,” Robert Simon, 
Hustisford; “Osteopathic Obstetrics,” Robert P. Southard, Green 
Bay; “Tonsil Technic as Taught in Denver,” Ethel Crie, Platteville; 
“Osteopathy in Acute Practice,” W. L. Madson, Rhinelander; ‘“Os- 
teopathic Technic,” Fox River Valley Group. 


CANADA 
Quebec 
The following officers were elected on November 21: President, 
W. P. Currie, reelected; vice president, A. A. Eggleston; secretary, 
A. E. Wilkinson; treasurer, Fred G. Marshall, all of Montreal. 
BRITISH OSTEOPATHIC ASSOCIATION 
The following officers were elected in October: President, A. 
Leon Sikkenga, London; vice presidents, C. L. Johnson, Liverpool, 
and R. Hope Robertson, Roundhay; honorary secretary, Frederic R. 
Davis, London, reelected; honorary treasurer, R. W. Puttick, London, 
reelected. 





SPECIAL AND SPECIALTY GROUPS 


Eastern Osteopathic Association 

At a meeting to be held at the Hotel Pennsylvania, New York 
City, March 25 and 26, the following will be the speakers: Arthur 
E. Allen, Minneapolis; Dale S. Atwood, St. Johnsbury, Vt.; C. Gor- 
don Beckwith, Chicago; Edward G. Drew, Philadelphia; H. Van 
Arsdale Hillman, New York City; Carl J. Johnson, Louisville, Ky.; 
John A. MacDonald, Boston; Joseph Py, Philadelphia; Carlton 
Street, Philadelphia; Chester D. Swope, Washington, D.C.; Perrin 
T. Wilson, Cambridge. 

Osteopathic Clinical Society 

At Doylestown, November 6, Edward G. Drew, Philadelphia, 
spoke on “Cardinal Signs of Carcinomata of the Viscera,” and 
Harmon Y. Kiser, Philadelphia, spoke on “Signs and Symptoms of 
Malignant Tumors of the Skin in Its Adnexa.” Clinics were held 
during the afternoon session. 

Southeastern Osteopathic Society of Proctology 

At Atlanta, November 18 and 19, guest speakers were Ran- 
dall O. Buck, Toledo, Ohio; A, Clinton McKinstry, Cincinnati; 
Cecil Gregory, Webb City, Mo.; Carl Johnson, Louisville, Ky.; Percy 
Woodall, Birmingham, Ala.; Vincent H. Ober, Norfolk, Va. 

Southwestern Internists Group 

At a meeting held at Hotel Tulsa, Tulsa, Okla., November 9 and 
10, the following were the speakers: Dain L. Tasker and W. M. 
Bleything, both of Los Angeles, and S. V. Robuck, Chicago. 
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Books Received 


Journal 
January, 


MARIHUANA: AMERICA’S NEW 


DRUG PROBLEM. By Robert P. Walton. 
Cloth Pp. 223, with illustrations. Price, 
$3.00. J. B. Lippincott Company, East Wash- 
ington Square, Philadelphia, 1938. 

THE WONDER OF WORDS: an Intro- 
duction to Language for Everyman. By Isaac 
Goldberg, Ph.D. Cloth. Pp. 485. Price, 
$3.75. D. Appleton-Century Co., 35 W. 32nd 
Street, New York City, 1938. 

HEALTH INSURANCE WITH MEDI- 
CAL CARE: THE BRITISH EXPERI- 
ENCE By Douglass W. Orr, M.D., and 
Jean Walker Orr. Cloth. Pp. 271. Price, 
$2.50 The Macmillan Company, 60 Fifth 
Avenue, New York City, 1938. 

MEDICINE IN MODERN SOCIETY. 
By David Riesman. Cloth. Pp. 226. Price, 


Princeton University Press, Princeton, 
1938. 


$2.50. 
N. J. 


THE 
THE 
Reference 
Joints. By 
Pp. 299, 
: $5.00. 


SYNOVIAL MEMBRANE AND 
SYNOVIAL FLUID: With Special 
to Arthritis and Injuries to the 
David H. Kling, M.D. Cloth. 
with 80 illustrations and 34 tables. 
Medical Press, 1052 W. Sixth 
Los Angeles, 1938. 


THERAPY IN GENERAL 
PRACTICE. By Elmer L.  Sevringhaus, 
M.D., F.A.C.P. Cloth. Pp. 192, with 39 
illustrations, Price, $2.75. The Year Book 
Publishers, Inc., 304 S. Dearborn Street, Chi- 
cago, 1938. 


ANUS, RECTUM AND SIGMOID COLON: 
DIAGNOSIS AND TREATMENT. By Harry 


Price, 
Street, 


ENDOCRINE 


Ellicott Bacon, B.S., M.D., F.A.C.S., F.A.P.S. 
Cloth. Pp. 855, with 487 illustrations. Price, 
$8.50. J. B. Lippincott Company, East Wash- 
ington Square, Philadelphia, 1938. 
HEMORRHOIDS. By Marion C. Pruitt, 
M.D., L.R.C.P., S. (Ed.), F.R.C.S. (Ed.), 
F.A.C.S. Cloth. Pp. 170, with 73  illustra- 
tions Price, $4.00. The C. V. Mosby Com- 
pany, 3525 Pine Blvd., St. Louis, 1938. 
PHYSICAL DIAGNOSIS. By Richard 
C. Cabot, M.D., and F. Dennette Adams, 
M.D. 12th edition. Cloth. Pp. 846, with 
391 illustrations. rice, $5.00. William 


Wood & Company, Mt. 
Avenues, Baltimore, 1938. 


Royal and Guilford 


Book Notices 


THE PRINCIPLES AND PRACTICE OF 


MEDICINE: Designed for the Use of_Prac- 
titioners and Students of Medicine. Origin- 
ally Written by the Late Sir William Osler, 
Bart., M.D., F-.R.C.P. Revised by 
Henry A. Christian, M.D., “LL. D., S.D., 
F.R.C.P., Hersey Professor of the Theory and 
Practice of Physics, Harvard University; Phy- 
sician in Chief, Peter Bent Brigham Hospital, 
Boston. Thirteenth Edition. Cloth. Pp. 1424. 
Price, $9.00. D. Appleton-Century Co., 35 W. 
32nd Street, New York City, 1938. 


McCrae who revised the last four 
editions previous to this is succeeded 

Dr. Henry A. Christian. In a pref- 
ace almost as brief as that written by 
Osler for the first edition nearly fifty 
years ago, Christian assumes entire re- 
sponsibility for this revision, indicating 
that even as Osler put into the first edi- 
tion much based upon his own personal 
experience at the bedside or the autopsy 
table, so has Christian put into this 
much that is built on his experience at 
the Peter Bent Brigham Hospital. The 
material has been considerably rear- 
ranged with much rewriting and some 
additions. It remains an outstanding 
text on the principles and practice of 
medicine. 
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ARGYROL souution protection 
NOW IMPROVED 


Your patients and your results 
will be benefited by this 
important change 


EDICAL literature has often stressed the 

necessity for fresh, protected ARGYROL 
solutions. But, in the past, dispensing bottles 
containing this important drug were opened 
and exposed to light, moisture and other 
contamination as many as one hundred times 
and more. Stock solutions were often held 
for long periods before use. 

Now new control in the form of individual 
packaging in light-resisting glass affords 
proper protection for arcyrot from the 
laboratory to the prescription department, in 
your office and in the medicine chest. Com- 
pounding is on order only; exposure is en- 
tirely eliminated. 


INSIST ON THIS PACKAGE 


5 STRENGTHS IN EACH 





Now physicians can be assured of this pro- 
tection by writing or recommending ARGYROL 
ORIGINAL PACKAGE in any size or percentage 
as listed below. Your patient will derive the 
benefits of a freshly prepared solution of 
standard potency, properly protected against 
all possible exposure. 


The superior clinical efficiency of anGYROL 
solutions, proved by 37 years of investiga- 
tion and continuous use by the medical pro- 
fession, is due to the never duplicated seda- 
tive, detergent inflammation-allaying 
resulting from proper coordination 


and 
action 
of fine colloidal dispersion, active Brownian 
movement, controlled pH and pAg, effective 
bacteriostatic action, demulcent and non- 
irritating properties, You can depend upon 
these concrete advantages when you specify 
ARGYROL ORIGINAL PACKAGE, 


INSURE YOUR RESULTS | 


= paorem " (i 


} one 
ACE: - 5 


ARGY AOL ACh 


402.10 %S0" 


ney ss 4 OZ. 


IP 43 


ARGYROL is unique. It is equally mild and non-irritating in a 50% solution as in a 1% solution. 
Labels on the new original packages are removable on prescription, but the physician can identify 
the new control by the name A. C. Barnes impressed in the glass on the bottom of each bottle. 


A. C. BARNES COMPANY, INC. « NEW BRUNSWICK, N. J. 


“ Argyrol” 


is a registered trade mark, the property of A. C. Barnes Co., Inc. 





CHRONIC RHEUMATIC DISEASES: 
Being the Fourth Annual Report of the 
British Committee on Chronic Rheumatic 
Diseases Appointed by the Royal College of 


Physicians. Vol. IV. Edited by C. W. 
Buckley, M.D., F.R.C.P. Cloth. Pp. 160, 
with illustrations. Price, $3.25. The Mac- 


millan Company, 60 Fifth Avenue, New York 
City, 1938. 


This report marks the end of the 
work of the British Committee on 
Chronic Rheumatic Diseases, but the 
work of that group has been taken 
over by another and arrangements al- 
ready are being made for a new series 
of reports to appear at more frequent 
intervals. Though only one American 
author is represented in this volume, 
and most of the emphasis is on condi- 
tions in Great Britain, yet the problem 
is considered in a broad way, and the 
book is a valuable one, including a 


series of three articles on sciatica; one 
on radioactive substances in the treat- 
ment of rheumatism; one on the virus 
problem in regard to acute rheumatism; 
and others on vaccine therapy, the use 


of gold salt, and the physiological 
action of some methods of physical 
treatment, 


THE TECHNIQUE OF CONTRACEP- 


TION: AN OUTLINE. By Eric M. Matsner, 
M.D. Fourth Edition. Paper. Pp. 50, with 
25 illustrations. Price, $.50. The Williams 
and Wilkins Co., Mt. Royal and Guilford 
Aves., Baltimore, Md., 1938. : 
A concise statement, illustrated with 
drawings, covering the most practical 


methods of contraception, and types of 
cases in which the various methods are 
applicable. There is included a con- 
siderable bibliography. 

(Continued on page 22) 
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CHANGES OF ADDRESS AND 
NEW LOCATIONS 
Aby, C. W., from Los Angeles, Calif., to 
300 N. Paramount Blvd., Downey, Calif. 
Almquist, Richard T., from Burdett, Kans. 
to Morris, Okla. 
Ambler, Samuel J., from Elyria, Ohio, to 67 
Franklin St., Delaware, Ohio. 
Applebaum, Samuel A. from 1454 Laurel, to 
5801 Cates Ave., St. Louis, Mo. 
Arfstrom, Harold G., from Manufacturers 
Natl. Bank Bldg., to City Hall Bidg., 
Rockford, Ill. 

Bailey, Virgil S., from St. Louis, Mo., to 
7-9 New Foster Bldg., West Plains, Mo. 
Baird, James A., from 740 Fourth Ave., to 
New Antigo Hospital & Clinic, Inc., 1503 

Clermont St., Antigo, Wis. 

Baker, W. H., from 6313 Davison Ave., W., 
to 13341 Livernois Ave., Detroit, Mich. 
Barrett, Robert W., from 1842 Massachusetts 
Ave., to 4 Waltham St., Lexington, Mass. 
Bartlett, Maud E., from 304 N. Skinker 
Blvd., to 310 N. Skinker Blvd., St. Louis, 

Mo. 

Bauer, Alice Potter, from Delaware, Ohio, 
to 1358 Cambridge Blvd., Columbus, Ohio 

Benteen, Harold D., from Decatur, IIl., to 
Arcola, Ill. 

Joudreau, F. A., from Carson City Mich., 
to Saginaw Osteopathic Hospital, 515 N. 
Michigan Ave., Saginaw, Mich. 

Casey, Vernon V., from 693 Sutter S 
209 Post St., San Francisco, Calif. 

Chute, Donald Everett, from Jacksonville, 
Mo., to 124 S. Main St., Yale, Mich. 

Conaway, John H., from Muscatine, Iowa, 
to Eureka Springs, Ark. 

Costello, Joseph O., from Los Angeles, Calif,, 


to 212 N. Broadway, Santa Ana, Calif 
3 Currey, Palmore, KCOS '38; 210-11 Wolfe 
= City Natl. Bank Bldg., Wolfe City, Texas. 
Javis, : - from Mt. ernon, Mo., to 
I , ¥ R “ M V S M 
>». O. Box 2, Walnut Grove, Mo. 
Ss T U 4 D Y ° D ! G N ! F ! E D ° P R A Cc T ! CA L Deveny, James Albert, from Austin, Texas, 


to First State Bank Bldg., Columbus, 


» to 





Wes, 2. « ‘ “rate See — ; te : - ine Texas. 

This is a bag of moderate price, for a Manometer, loops for in Ritiienn, Bentonite Gem Bineniedie 

built to give long service. It is of | struments, straps for bottles, and Pa., to Detroit Osteopathic Hospital, 188 
. : os . Highland Ave., Highland Park, Detroit, 

handsome appearance, but its an inside sundry pocket edged Mich, 

greatest value lies in those con- with sole leather. Diebold, Wendell, from 610 S. W. Broadway, 

cealed factors of workmanship The bag is made and shaped Donovan, John B., from’ Tyler, Texas, to 

. . age ; -owhide. finished 727-29 Littlefield Bldg., Austin, Texas. 

and construction which distin- by hand of top cowhide, finishe Dulanty, J. 1. from Fort Sumner, N. Mex. 

} ‘ ‘ — just ; i ark ral ‘ * inside i to Santa Rosa, N. Mex. 
guish a B-D bag from— just a in shark grain, and the inside is Settee, bane i, Gem 00s ©. Late an. 
bag. leather lined. to 2622’ Alta St., Los Angeles, Calif. 

Thie : T a ate Re Edwards, F. O., from 710 American Trust 

This is one of our best. The handles are shaped . fit “Bidg.. to 616 First Natl, Bank Bldg. Sen 

ce -c7e Fe tre , » hz > fittings are ro- Jose, Calif. 

It is a full-size, 16-inch bag, of the hand, the fittings are c ie, Mires A. femm 1000 Venene de. 
which the top frame opens full mium-plated, and the overlap- N. W., to 1026 Sixteenth St, N. W. 
tength and full width, so that any ping lock is adjustable to three aoe he teen 8 Cod Ge 
part of the contents may be seen positions. Bank Bldg. to’. 5 Teachout Bldg. Des 
or reached with ease. The catalog number is 3533S, Frock, Harold B., from Washington, Ind., 

. . p . ce (i to Gotebo, Okla. 

It is fully equip- B-D PROD CTS and the price 1S Gamble, Mary E., from_ 1095 _E. Seventh 

ped with a pocket cMade for the Profession $11.95. St. to 918 Atlantic Blvd., Long Beach, 
alif. : 
Prices of B-D Leather Goods are slightly bigher west of the Rockies. Gantz, Irwin I., from 12176 Jos Compan 


Ave., to 2724 Elmhurst St., Detroit, Mich 
Gerlach, M. S., from East Detroit, Mich., 
to 6127 Chalmers Ave., Detroit, Mich 
Gnau, Charles U., from New Orleans, La., 

to 831 First St., Ft. Myers, Fla 





BECTON, DICKINSON & CO., RUTHERFORD, N. J. 


yor” 


Coagulates and removes coating, stimulates 





The Effective Gargle 
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Godtel, Russell K., from Clearmont, Mo., to 
211 N. 16th St., Clarinda, Iowa. 

Gray, Harold W., KC °38; Washburn, Maine. 

Haight, Arthur S., DMS '38; Detroit Osteo- 
pathic Hospital, 188 Highland Ave., High- 
land Park, Detroit, Mich. 

Harris. Basil, from 5968 Citrus Ave., to 609 
S. Grand Ave., Los Angeles, Calif. 

Harris, Pauline Leidy, from Los Angeles, 
Calif., to 1000 Huntington Drive, San 
Marino, Calif. 

Harrison, Leo C., from Cherokee, Iowa, to 
5410 Wilshire Blvd., Los Angeles, Calif. 
Heilman, George C., from 115 Blackburn St., 

to State Bank Annex, Ripon, Wis. 

Hovis, J. Clark, from Detroit, Mich., to 
Biscayne Osteopathic Hospital, 1389 N. W. 
Seventh St., Miami, Fla. 

Hueftle, William C., from Fremont, Nebr., 
to Fenner Hospital, 715 S. Jeffers St., 
North Platte, Nebr. 

Hughes, Joseph E., from 157 Martin Place, 
to 177 Washington Ave., Pearl River, N. Y. 

Ives, Walter R., from 709 E. 75th St., to 
1027 E. 75th St., Kansas City, Mo. 

Tantzen, Richard F., from 1319% San Pablo 
St., to 207642 Charlotte St., Los Angeles, 
Calit. 

Jones, W. E., from Akron, Ohio, to 28 Clarks- 
ville, Paris, Texas. 

Juhlin, Harold B., from 754 Burton St., 
S. E., to 1221 Sigsbee St., S. E., Grand 
Rapids, Mich. 

Kaggen, Elias, from 318 Prospect Ave., to 
1714 Avenue J., Brooklyn, N. Y. 

Karlton, George C., from 50 S. Ridgewood 
Drive, to 29 S. Ridgewood Drive, Sebring, 
"ia. 

Klumph, Cyrus C., from Colton, Calif., to 
2031 Kelton <Ave., West Los Angeles, 
Calif 

Lamb, Glenn F., from Denver, Colo., to Hot 
Sulphur Springs, Colo. 

Lee, George F., from 4073 S. Central Ave., 
to 743 E. 27th St., Los Angeles, Calif. 

Lee, William F., from Reno, Nev., to 414 
E. Seventh St., Hanford, Calif. (Temp.) 

Leedy, Richard F., from Woodstown, N. J., 
*. 38 Newton Ave., Woodbury, N. J. 

Leininger, Edward F., from 817 30th St., 
to 1810 E. 12th St., Des Moines, Iowa. 

Martin, William G., from R. F. D. No. 3, 
to R. F. D. No. 4, Jamestown, N. Y. 

McCulley, Robert L., from Cambridge, Ohio, 
to Marietta Osteopathic Clinic, 304 Putnam 
St., Marietta, Ohio. 

McEvoy, F. A., from Hoxie, Kans., to Box 
1, Wilson, Kans. 

Mead. Maro P., from Red Lodge, Mont., to 
303-04 Electric Bldg., Billings, Mont. 
Miller, Bertha L., from 319 State St., to 9 

Esther St., Springfield, Mass. 

Mooney, W. T., from 1514 Allesandro St., 
to 2834 Glendale Blvd., Los Angeles, Calif. 

Merrison, John H., from 203 S. McLean St., 
to 603-05 Peoples Bank Bldg., Blooming- 
ton, Ill. 

Neugebauer, Wilbert J., from Long Beach, 
Calif., to 616 First Natl. Bank Bldg., San 
Jose, Calif. 

Ogden, McAlpine P., from Hot Sulphur 
Springs, Colo., to Kremmling, Colo 

Panars, Arnold W., from 3146 Hunt St., to 
3206 Gratiot Ave., Detroit, Mich. 

Pickford, Earle A., from 629 Euclid Ave., 
to 1220 Huron Road, Cleveland, Ohio. 

(Continued on page 22) 
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| PNEUMONIA 


As a supporting measure in all cases of pneumonia, Antiphlogistine 
is a great help, no matter what other means of therapy is employed. 





Sample on request 


THE DENVER CHEMICAL MANUFACTURING CO. 
163 VARICK STREET * NEW YORK CITY 





B«C Gelafram Vaginal Diaphragm 


@ Guaranteed for 2 years; easily fitted; 15 size range assures 
accurate fitting. Gelafram used with Gelaquin Vaginal Jelly (the 
famous James F. Cooper, M.D., jelly plus oxyquinolin-benzoate) 
provides an effective method of choice in conception control. 


Introductory Office Fitting Set 


@ A $7.90 Value for $5.50, consisting of 4 Gelaframs, 2 full size 
tubes Gelaquin, one Hycoloid Applicator. 


For further information on B & C products, address 


BLAIR & CURTIS, Inc., (00 Fifth Avenue, New York City 


Mfrs. of Gelaquin, Gelakta (the only and original formula made under the direction of James F. Cooper, 
M.D.) vaginal jelly; distributors of ““VG" Powder Method, and Powdex products. 
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CHANGES OF ADDRESS 


pd e (Continued from page 21) 
Poole, Alan M., from 390 Pine St 4 
Ce ee High St., Fall Riv er, Mass. co a 


Poole, I. Chester, from 390 Pine St.. to 2 


PERMITS NO High St., Fall River, Mass. — 


Poole, Margaret M., from 390 Pine St.. t 
DISAPPOINTMENT 204 High St., Fall River, Mass. ; 
Reid, Denzil G., from 330 N. 22nd St., to 
= home ane Clinic, 17th and Cen 
When home remedies have enue ee . DMS °38: 2107 } 
: F , : res, Ea Jen JOxy MS “38; 2107 Park- 
failed to relieve gastric dis- view Ave., Detroit, Mich 


tress or hyperacidity, your Rosen, Jacob, from 2105 Independence Ave., 


to 717 E. 70th Terrace, Kansas City, M« 


patient looks to you with Safley, Robert H., from Dallas, Texas, 


hopeful confidence for some- ee ae 
Sanfelippo, Michael L., from 1639 N. Mar- 


thing better and different. shall St., to 1437 E. Brady St., Milwaukee, 
Entacarb Powder is both. Pr... 
a Olga, from Olyphant, Pa., to 624 
” ‘ arah St., Stroudsburg, Pa. 
Therapeutically Superior Shera, keels H., —y Hawarden, Iowa, 
Entacarb Powder o simmers, M. H., from.$36_ S 
vercomes Simmers, M. H., from 536 S. Broadway, to 
acidity, withoutinducing gas- Speen, C. We toe Kee Me 
: “ . N sO . oe om irksville, Mo., to 
trointestinal disturbance, and shen Reet Ce ee : 
+ s e Slater, usse C., from Ottawa, Ill, to 
with an actual increase in the _La Salle Theatre Bide. La Salie, Ill, 
calcium reserve. Its action is omds’S. Mais Sc” Saye tn a eae a 
5 S. ville, L. 
prompt, soothing, neutraliz- Sossei, Elliott J., from 202 Wilder Bidg., to 
. d ildl 1 7 2 1520 E. Fourth St., Charlotte, N. C 
ing and mi y axative. It is 3 Randolph W., from 608 N. Green- 
sasace agreeably flavored wich St., to 133 W. Bridge St., Austin, 
° Minn. 
Powder, heap- Stuart, Earl, from Dallas, Texas, to Morris 
. Strictl i hi Bidg., Main St., Winnsboro, Texas i 
ing teaspoon- y t ical Sunenblick, Samuel J., KC "38 : 1420 Linc In 


Place, Brooklyn, N.Y. 


ful in glass of 
Sweet, Faith, from 290 Westminster St., t 


Advertised to the osteopathic 


water.Tablets, > 
2 to 3 tablets profession, and supplied in 2i7¥2 Waterman St., Providence, R. I. 
. on © ten cans with slip label, Entacarb ramen, Sore arom 115 oi i 
p 4 c « « ot, akewoo 
daily. Powder is truly the physi- Tenenboum, Wiltem L.. irom Saad & Wel 
t Sts., to 1000 0 St. *hila 
- . cian’s own antacid and alka- Pa. singe thane dog oommenactey 
FORMULA Oi liser Thompson, Alec, from 141 S. Orlando Ave., 
Citta ond 4laca r. to 2334 Brooklyn Ave., Los Angeles, Calif 
: Powder Walker, Henry B., from 34 Center St., to 
magnesium “s AVAILABLE 12 Federal St., Nantucket, Mass. 
PASTRIC ANTACIO Waller, Elizabeth J., from 21-22 Hawks- 


carbonate, 





sodium end ALKALUER In 3 oz. cans. We also supply enteric gecgner Bidg., to 37 Shoots Realty Bldg., 
: . Agrenshiy Prarie! ; Goshen, Ind. 
potassium bi- |e —_ Entacarb Tablets in boxes of Walsh, Phyllis O’Brien, from Quincy, Ill, 
carbonate,col- oo 75 for systemic alkalization. to 251 peroadwey. Pawtucket, 
j ion. Weaver, Murray D., from 117 W. i Se. 2 
loidal alumin May we send you a supply for trial? 424 N. Laurel Ave., Ontario, Calif. 


Webster, F. Gerald, from Rome, N,. Y., to 
124 Laurens St., Olean, N. Y 


REED & CARNRICK Weir, Frank B., KC $38; 1047 Coolidge 
Ave., Wichita, Kans. . 
Weiss, William M., DMS °38; 3268 Richton 
JERSEY CITY NEW JERSEY Ave., Detroit, Mich. 
Wilcox, Winthrop P., from 1120 Vermont 
Ave., N. W., to 1026 16th St., N. W 


D 


Washington, , © 
Wilkin, Osmer J., from 204 Grand St., t 
264 Liberty St., New burgh, N. Y. 
Wirth, F. J., from 317 Main St., to 341 


Main St., Chadron, Nebr. 


THE IDEAL ETHICAL ANTACID AND ALKALIZER Zaehringer, Herman P., from Kenmore, N. Y., 
to 288 Linwood Ave., Buffalo, N. Y. 


eal Correction 


Dr. Glenn E. Fisher, Tulsa, Okla., we 

listed under Changes of Address in the Octo- 
ee ber JouRNAL as moving from Des Moines, 
Iowa, to Bartlesville, Okla., and in the 
December JouRNAL, as moving from Bartles- 
ville, Okla., to Tulsa, Okla. This was in 
correct as Dr. Fisher moved directly from 
Des Moines to Tulsa. 


um silicate 
and bismuth 
subcarbonate. 











BOOK NOTICES 
(Continued from page 19) 
The natural Vitamin B complex, indicated in PATHOLOGICAL TECHNIQUE: A Prac 
the treatment of : tical Manual for Workers in Pathological His- 
tology including Directions for the Perform- 
ance of Autopsies and for Microphotography 


GASTRO-INTESTINAL DISORDERS By Frank Burr Mallory, A.M., M.D., Se. 
ity 


Consulting Pathologist to the Boston 
Processed from food sources containing Hospital, Boston, Mass. Cloth. Pp. 434 with 
eleven basic organic minerals. 14 illustrations. Price, $4.50. W. B. Saun- 
ders Co., West Washington Square, Phila- 
Send for your copy of the NEW delphia, 1938. 
“VITAMINERAL THERAPY" Step by step this book gives the pro- 
cedure to be used by clinical patholo- 


Vv, NERALS INC. | gists or research workers with clear 
descriptions of solutions and technic. 
3636 Beverly Blvd., Los Angeles, Calif. Each of the four customary autopsy 


techniques is carefully given in the 100 
' pages devoted to that subject. 
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CLASSIC DESCRIPTIONS OF DISEASE. 
By Ralph H. Major, M.D. Second Edition. 
Cloth. Pp. 727, with 137 illustrations. Price, 
$5.50. Charles C. Thomas, 220 East Monroe 
Street, Springfield, Ill., 1939. 

The first edition of this “different” 
history of medicine was reviewed in 
Tue JOURNAL for December 1932. 
It is made up of the writings of au- 
thorities whose contributions and 
discoveries have furnished the foun- 
dations of our knowledge of clinical 
medicine. There is a_ biographical 
sketch of each of these men, with 
their own stories in their own words. 
For instance, the book opens with 
a picture of a statue of Hippocrates, 
a brief account of his life, and a two- 


page extract from “The Book of 


Prognostics.” There are then the 
writings of two pioneers on the 
theory of infections, after which nine 
writers are quoted on syphilis, four- 
teen on tuberculosis, and so on 
through a wide range of infections, 
diseases of metabolism, of the circu- 
latory system, of the blood, of the 
respiratory system, poisoning, kidney 
diseases, deficiency diseases, allergic 
diseases, and diseases of the digestive 
tract. 

The collection is made by a man 
who has “an interest in the thoughts 
and language of others,” who makes 
some of his own translations, and 
whose knowledge of languages en- 
ables him to evaluate the translations 


made by others. It is an interesting | 


and informative book. 


RECIPES FOR SPECIAL DIETS By 
Lillian B. Stornts, Ph. D., Nutritionist, Ger- 
ber Products Company, Fremont, Michigan. 
Revised edition offering appetizing variations 
for the bland and low-fiber diet. Compliment- 
ary to doctors 


These recipes prepared by the Ger- 
ber Products Company, relieve the 


monotony of bland and _ low-fiber | 


diets, and make the dietary regime 
easier for the patient to follow. Many 
physicians find that they help to in- 
sure strict adherence to diets by ad- 
ding color and attractiveness to the 
meal. 

These recipes are based on strained 
vegetables and fruits which have been 
finely and uniformly strained. 
large portion of the crude fiber has 
been removed and what remains is 
in a finely subdivided condition, non- 
irritating to a sensitive digestive 
tract. This makes it possible to in- 
clude many such foods otherwise 
omitted from the diet in restricted 
regimens. 

For complimentary copies for dis- 
tribution to patients, write Gerber 
Products Co., Fremont, Mich. 


MEDICAL WRITING—SOME NOTES ON 
ITS TECHNIC. James H. Dempster, M.A., 
M.D., Editor, Journal of the Michigan State 
Medical Society, and Lecturer on Medical 
Writing. College of Medicine, Wayne Univer- 
sity, Pages 168, with 11 illustrations. Pub- 
lished by Bruce Publishing Comnany, St. 
Paul-Minneapolis, 1937. Price, $2.50. 

This is a compact and handy little 
manual which, besides covering the 
usual subjects relating to the writing 
and illustrating of medical papers and 
the preparation of bibliography, ref- 
erences, etc., with discussions of 
type faces and proofs, contains also 
a brief history of medical journalism, 
a list of medical journals, something 
on copyright regulations, and a brief 
list of useful books in this field. 
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sin Oil Emulsion 


Contains 


COMPLETE NATURAL 
VITAMIN B COMPLEX 
Plus 


ALL ENZYMES, known and unknown fac- 
; tors of BREWERS YEAST (no live cells). 


a cae 


No irritant drugs—no phenolphthalein—no 
cascara—no purgative—sugar free. Proven f 


therapy for CONSTIPATION—COLITIS. 


Write for clinical data 
and samples 


Only TEASPOON dosage 


OTIS E. GLIDDEN & CO. Inc.. Evanston. 


* 


AOA 1-39 





MEDICAL OCCUPATIONS: Available to field; how he likes it; what he earns, 
Boye Woes They, Grow 0. Pe ‘ae = and in many cases additional infor- 


illustrations. Price, $2.00. E. P. Dutton & Co., mation as to the general qualifica- 


pe 300 Fourth Avenue, New York City, tions necessary to success cn the 

Mr. Klinefelter, who writes on vo-_ field. There are chapters on medical 
cations and their choice, introduces specialists, technologists, physical 
to us a boy who visits persons en- therapy technicians, x-ray techni- 
gaged in various occupations taken cians, chiropodists, dentists, dental 
up in the book, and through an in- technicians, optometrists, pharma- 
formal series of questions and an-_ cists, veterinarians, etc. There is no 


swers learns how each got into his index. 


“Osteopathic Care of Athletes” 


Second Edition 
A compilation of articles by leading authorities. 
25 Cents Each, 5 for $1.00 
American Osteopathic Association 540 N. Michigan Ave., Chicago 
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For Libraries and Reading Rooms 


ET the public know what osteopathic physicians and osteopathic institu- 

tions are achieving toward the solution of health problems. Offer the read- 
ing rooms in your town complimentary subscriptions to OsTEopATHIC MaGa- 
ZINE for 1939. Subscriptions sent direct to libraries cost only seventy-five cents 
a year. Send orders to the Central office, giving name of library, address, and 
name of librarian. Enclose remittance with your order. We will notify the 
librarian that the magazine is sent with your compliments, and request that 
it be placed in the rack of current magazines. 


oP 






~~ 3 
> 7 


If the librarian specifies that a permanent cover is necessary, we can sup- 
ply a handsome fabricoid binder, made to hold one issue, and easy to operate. 
The name of the magazine is stamped in gold on the cover. The price is $1.00. 


SAY 


~~ 


\ 


While we do not have special covers made to fit OsteopatHic HEALTH, = x 
this little publication will also find a welcome place in the files of osteopathic ee 
literature in any library, school, college or other educational institution. 





Ask the osteopathic doctors in your community to share the expense. Then you can carry 
out the plan on a larger scale. 


Osteopathic Magazine for February 


TOO MANY MOTHERS DIE. By Elizabeth Fraser. WHY I WANTED MY DAUGHTERS TO STUDY OSTE- 


ene ae OPATHY. By ; 
A discussion of osteopathy’s contribution to the greater PATHY. By Helene E. Kenney, D.O. 
safety of women in childbirth. 


A woman osteopathic physician tells her experience in de- 
ciding to study osteopathy, and of her conviction as to its 
merits as a_ profession. 


WE CROSSED THE SEA IN A COCKLESHELL. By E. 
Allen Petersen, D.O. 


Dr. Petersen, whose recent crossing of the Pacific in a tiny 
Chinese junk attracted nationwide attention, tells of the 
circumstances leading up to the trip, and some of his ex- 
periences. 


HOW FIRM IS YOUR FOUNDATION? By John C. But- 
ton, Jr., D. O. 


A description of the anatomy of the foot, and the harm- 
ful effects of too high heels on women’s health. 


OSTEOPATHY GROOMS A HEALTH WINNER. By 
Frederick Welsh. 


The story of a winner in the recent National Health Con- 
test for 4-H Club members, and the three osteopathic doc- 
tors who had a part in her success. 






WE SEE BY THE PAPERS 


Stories gleaned from here and there in the press telling of 


TAS, i various achievements of osteopathy. 
) ) | [ jj | A | H j DEAFNESS CAN BE PREVENTED. By Robert H. Veitch, 


D.O. 


An osteopathic ear specialist points out how proper care 
FEBRUARY COVER—ORANGE AND BLACK during severe head colds may in many cases avert deafness. 
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Osteopathic 
Health No. 110 


THE BREADTH OF OSTEOPATHY 
The mistaken idea that osteopathy is 
good only for some conditions is still 
prevalent. Here is an article that was 
written to counteract that impression. 


COMBATING PNEUMONIA WITH 
OSTEOPATHY 
The pneumonia season is again at 
hand. To persons who are not yet 
convinced what osteopathy can do in 
cases of pneumonia, this article will 
come as a revelation. 


MIGRAINE OR SICK HEADACHE 


This condition is perhaps one of the 
most baffling.with which the physician 
is called upon to cope. This article 
explains why osteopathic manipulative 
treatment usually gives a measure of 
relief or shortens the attacks in mi- 
graine, and names the etiological fac- 
tors which may contribute to the dis- 
order. 














OSTEOPATHIC MAGAZINE 


American Osteopathic Association, : Delivered in Bulk to Your Office Annual Contract Single Order 
540 N. Michigan Ave., Chicago : gL eae eee $6.00 per 100 $6.50 per 100 

: BE Te I icencrecsnseiinnarbinidnicnnititianiinmaantiniiiniingn 5.00 per 100 5.50 per 100 
Please send.........---.-------------o----eee00 copies of Mailed direct to list—$1.50 per 100 extra without professional card ; $2.50 
Osteopathic Magazine, ...................-.. on per 100 extra with professional card 


res eT 
smepathic Health, No OSTEOPATHIC HEALTH 


With professional card.............-----.----------- Delivered in Bulk to Your Office Annual Contract Single Order 

. . : SP ease $4.00 per 100 $5.00 per 100 
Without professional card.....................-.-- : I I ee 3.75 per 100 4.75 per 100 
0S Ee eee RN aT oe eens Sia tees : Mailed direct to list—$1.50 per 100 extra—with or without professional 


: card. 5% for cash on orders of 500 or more. Professional card imprinted 
Address . : free on orders of 50 or more. Shipping charges prepaid (except foreign). 
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THE ROCKY MOUNTAIN CLINICAL GROUP 


in DENVER 


“The Gateway to America’s Most Beautiful Vacationland” 


DR. R. R. DANIELS 
Diagnosis 


DR. FRANK I. FURRY 


Orificial Surgery and Physical Therapy 


DR. EMMA ADAMSON 
Colonic Therapy and Osteopathy 
DR. EDW. W. MURPHY 
General Practice and Diagnosis 
DR. RONALD S. MOLDEN 
General Practice 


1550 Lincoln Street 


DR. PHILIP A. WITT 


DR. ROBERT A. WHINNEY, Associate 


Surgery and Urology 
DR. N. E. ATTERBERRY 
Osteopathy and Obstetrics 
DR. L. GLENN CODY 
General Dentistry and X-Ray 
DR. H. V. BANKS 
Orthodontia and Pediodontia 
DR, PHILIP D. SWEET 
Aquarian-Age Healing 


MISS E. A. ELDRIDGE, Laboratory and X-Ray 
MEMBERS OF STAFF, ROCKY MOUNTAIN OSTEOPATHIC HOSPITAL 


DR. H. M. IRELAND 
DR. S. READ HICKS, Associate 
Eye, Ear, Nose, Throat, Deafness 
DR. N. ESTELLE PARSLEY 

General Practice 

DR. RALPH B. HEAD 
General Practice and Anesthesia 
DR. LESTER F. REYNOLDS 
Obstetrics and General Practice 


Technician 


Clinical Building 





CALIFORNIA 








LOS ANGELES 


MERRILL 
SANITARIUM 


Neuropsychiatric 


Downtown Office 
609 South Grand 
Avenue 








DR. THOMAS J. MEYERS 
NEUROPSYCHIATRY 
Migraine 
EPILEPSY 


419-421 Pacific-Southwest Bldg. 
23 East Colorado St. 


PASADENA CALIF. 


“Sage Sayings 
of Still” 


Selected from the Writings of 
Dr. A. T. Still 


With a historical sketch of os- 
teopathy and an appreciation 
of Dr. Andrew Taylor Still. 


For both doctor 
and patient. 


Attractively printed and illustrated. 


105 pages. 
Handsome suede binding. 


Price 50 cents postpaid. 
Order from 
American 

Osteopathic Association 


540 N. Michigan Ave., Chicago, Ill. 


DISTRICT OF COLUMBIA 





DR. CHESTER D. SWOPE 
Osteopathic Physician 
The Farragut Apts. 
Washington, D. C. 





FLORIDA 











CALIFORNIA 





Dr. W. H. Ellison 


Practice limited to 


Diseases of the Rectum 
(Dover Street Methods) 


210 Hall Bldg. 
St. Petersburg, Florida 





Drs. Edward B. Jones 


and 
Forest J. Grunigen 
609 So. Grand Ave. 
Los Angeles, Calif. 


Practice limited to 
Urology—Dermatology—P roctology 





Wm. W. W. Pritchard, D.0. 


Post Polio-Paralysis 
Posture 
Body Mechanics 
Muscular Re-Education 


Bondies Sanatorium 
810 Prospect Avenue 
South Pasadena, California 


Consultation by appointment only. 











Dr. R. C. Wunderlich 


Osteopathic Physician 
807-8 First Federal Bldg. 


St. Petersburg, Florida 











Charles A. Blind, D.O. 


Practice Limited to 
Eye, Ear, Nose, Throat and 
Bronchoscopy 


609 South Grand Avenue 
Los Angeles, California 


OLympia 2161 
VAndike 1141 








Dr. Frank C. Farmer 


General Osteopathic Practice 


4036 Wilshire Blvd. 
Los Angeles 


IOWA 











DR. ARTHUR D. BECKER 
Osteopathic Physician 


General Diagnosis 


Cardiologist 
Des Moines General Hospital 


Des Moines, lowa 


Practice limited to consultation 
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MASSACHUSETTS 





Robert H. Veitch, D.O. 


AURIST 
95 High Street 
MEDFORD, MASS. 





MISSOURI 





Collin Brooke, D.O. 


Practice Limited to 
Proctology—Varicose Veins 
—Hernia 


ST. LOUIS 


210 Frisco Bldg., 906 Olive St. 





NEW YORK 





Dr. Thomas R. Thorburn 
Dr. J. Marshall Hoag 


HOTEL BUCKINGHAM 
101 W. 57th Street 
New York City 





RHODE ISLAND 





Dr. F. C. True 


SURGEON 


1763 Broad St. 
PROVIDENCE, R. I. 


CHIEF SURGEON 
R. I. OSTEOPATHIC HOSPITAL 





FRANCE 





William J. Douglas, D.O. 


43 Avenue George V. 
(Champs Elysees) 


PARIS 


Tel. Elysées 60-51 


FRANCE 

















APPLICANTS FOR MEMBER- 
SHIP 


Maine 


Bowers, Warren H. (Renewal), 
389 Main St., Cumberland Mills 
Tomes, Rudolph (Renewal), 

74 Whipple Road, Kittery 
Keohan, John J., Jr. (Renewal), 
Wells St., North Berwick 
Swett, Wilford N. (Renewal), 

197 Main St., Norway 
May, Marion (Renewal), 
258 Main St., Saco 
Harmon, Ansel "H (Renewal), 
197 Main St., Sanford 
Gevhart. Paul j. (Renewal), 
173 Main St., Waterville 


Massachusetts 


Peggs, Donald S. (Renewal), 
524 Commonwealth Ave., Boston 


Missouri 


Hanson, S. H., 
Meadville 


Nebraska 


Edmund, J. M., 
Fairbury 


Rhode Island 


Sweet, J. Allan (Renewal), 
38 Spring St., Newport 


Correction 


In the December Journat, the name of 
Dr. Burchard P. Shepherd was listed at 609 
Morgan Bldg., Dover, Minn. This doctor 
should have been listed at 609 Morgan Bldg., 
Portland, Ore. 


BOOK NOTICES 


(Continued from page 23) 


DR. COLWELL’S DAILY LOG FOR 
PHYSICIANS. By R. F. Colwell. Fabrikoid 
Covers. Loose-Leaf Style. Pages 8% by 10 
inches. Price, $6.00. Colwell Publishing Co., 
Champaign, II. 


This is one of the most complete 
record books for physicians we have 
ever seen. It contains (1) daily rec- 
ords—spaces for office calls, visits, 
services rendered, cash received, and 
charges (thirty-six lines for each 
day); (2) monthly summaries—con- 
taining sixteen different classifications 
of expense and a complete balance 
(there is also space for personal ex- 
pense and outside income); (3) an- 
nual summary—spaces for entering 
the totals of monthly income and 
expense to facilitate the making out 
of income tax returns, etc.; (4) spe- 
cial forms—for making permanent 
records of notifiable diseases, nar- 
cotics dispensed, obstetrical cases, 
surgical cases, deaths, etc. A physi- 
cian who has had little experience in 
bookkeeping will find that this Log 
is very easy to keep. It saves time 
and labor. 

Supplementary and_ replacement 
sheets may be purchased for the Log. 
The Cc&well Publishing Co. also sells 
ledger and case history index cards 
for use with the Log. Samples of 
these cards will be sent on request. 
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FLASH! 


The New E.T.A. 
Model B 


Galvanic and 
Sine Wave Unit 
At a Price 


You Can Afford 


Efficient, Powertul and 
Durably Constructed 


Operates without troubie- 
some moving parts. FOUR 
MODALITIES—Smooth GALVANIC for the gaan 














treatment of Hemorrhoids, Nerve-Te we loniza- 
tion, etc., plus THREE SELECTIONS OF Vv 
FORMS for the treatment of poralyes, Seaeee 
tion, Circulatory Disturbances, Cellular Massage, etc. 
Write today for full descriptive circular. 


Electro-Technical Appliance Co. 
716 SUPERIOR ST. TOLEDO, OHIO 
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uate of C.C.O. Have an Illinois 
license and can qualify for several 
other states. Experienced. Address 
R.P.L., c/o Journal. 














New Revised Edition 
Standard Loose Leaf 
CASE HISTORY BLANKS 


Size 814x11—Ruled paper 
Punched for binder 
$1.00 per 100, postpaid 
A. O. A.—540 N. Michigan Ave. 
Chicago 











Mail hundreds of O.M.’s or O.H.’s 
to your constituents every month. 
Spasmodic mailings are rarely 
effective. 


ORDER ON CONTRACT—IT’S 
CHEAPER, LESS TROUBLE, 
AND GUARANTEES 
REGULARITY 














16 YEARS of Clinical Experience in back of 


PINA-MESTR 


HERNIAL 
SOLUTION 


SIMPLE technic insures SAFETY with PERMANENT results. Write for information. 
ee PINA-MESTRE CLINICS, INC. 


Orlando, Fld. que’ 
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“REFRESHER DAY” 
January 28, 1939 








The Faculty of the College of Osteopathic 
Physicians and Surgeons will present a 
one-day professional program on Satur- 
day, January twenty-eighth. All members 
of the osteopathic profession are invited 
and there will be no tuition fee. The 
Annual Ball of the Associated Alumni 


will be held during the evening. 


You are cordially invited to visit us. 


COLLEGE OF OSTEOPATHIC 
PHYSICIANS AND SURGEONS 


1721 Griffin Avenue Los Angeles, Calif. 
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A TYPICAL LETTER OF 


APPRECIATION 








February lith, 1938. 


The Spinalator Company, 
Attention Dr. O. N. Donnahoe, 
Asheville, N. C. 


Gentlemen: 


The Spinalator you shipped to me in January has been 
in operation in my office for five weeks. | was at once 
impressed with the possibilities of this modality when | 
saw it demonstrated in Washington, D. C., last Septem- 
ber; now, | am convinced that its possibilities are greater 
than | then thought. 

Our profession should at least know about this apparatus 
because it is so DIFFERENT: its manipulative approach 
from below upward rather than from above downward is 
quite distinctive. This feature explains the why of the 
patient's comfort and relaxation while fixations are being 
broken up and mobility established in the spinal articu- 
lations. 

| feel that the Spinaiator more adequately combines 
comfort to the patient and correctiveness of osteopathic 
lesion pathology in spinal areas to which it is applicable 
than any type of machinery | have seen. Specific “‘ten- 
fingered" osteopathy should appreciate the aid of the 
Spinalator. My patients like it, and | don't want to be 
without it. 

Very truly yours, 
T, M. R., D.O. 


(Name on request) 











For Full Particulars Write to 


THE SPINALATOR COMPANY 


504 Public Service Bldg. 
Asheville, North Carolina 











INJECTION TR | 
eee Probably You’d Like It, Too 


CLINICAL RESEARCH 





{ Quickly applied, 4 Constant reten- 

easily adjusted tion day and 
night. 

2 Treatment can be 5 Correct anti- im- 

given without re- pulse retention in 

moval of truss. any body position. 


6 Helps reduce 
3 Comfortable and number of injec- 
non-irritating. tions required. 


Covers both inter- 
nal and external ring 
and collapses canal. 


Write for Literature on the 


PEERLESS TRUSS 


Manufactured by 


BROOKS APPLIANCE CO., Inc. 


5 N. Wabash Avenue. Dept. A Chicago 
500 Fifth Ave. Dept. A New York City 








and keep the numbers for reference. 


[An Unsolicited Letter Received by the Editor of Clinical Osteopathy] 
“Dear Dr. Rowlingson: 

“For several years I have been increasingly conscious 

of the value of Clinical Osteopathy. . . . I enjoy it very 


much, like the style, the general policy of the publication, 


keeping up to date, without doing a lot of book buying 
and hard study.” .. . 


Fraternally, 


D.O. 





(Name on Request) 


Subscription, $2.00 a year in United States 


$2.50 in Canada and Foreign Countries 


CLINICAL OSTEOPATHY 


799 Kensington Road, Los Angeles, California 


It is one way of 
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Osteopathic Briefs 


4 pages. Size 6x9 


Order by number or title. 


Make up an assortment to suit. 


z 
° 


TITLES 


Osteopathic School of Practice 
Influenza 

Pneumonia 

Sciatica 

Acute Infectious Diseases 
Strains and Sprains 

Periodic Health Examinations 
Nervous Diseases 

Osteopathy in Athletics 

10 Backache 

11 Osteopathy in Obstetrics 

12 Chronic Arthritis 

13. Proctology 

14 Osteopathy for the Feet 

15 Diseases of Women 

16 Friendly Fever 

17 Modern Treatment of Hernia 


CSenauh wn = 
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COLLOIDAL 
DEXTRO- 
CALCIUM 


The most important 
biochemical discov- 





tn the ettiate of ery in recent years. 
professional preference" 

An assimilable calcium derived from organic 
sources and carried in a dextrose base. Affinity- 
free, it readily unites with other elements in the 
body to carry out its many important metabolic 


functions. 


Manufactured and sold exclusively by 


Bleything Laboratories 


“Pioneers in Colloidal Chemistry” 
2318 WEST SEVENTH STREET, LOS ANGELES, CALIFORNIA 





18 The Acutely Sick Child 
SEATTLE, WASH. PORTLAND, OREGON, DENVER, COLO. 


Prices: $1.75 per 100. $15.00 per 1,000. Set of JACKSON, MISS. OAKLAND, CALIFORNIA. 


16 samples, 20 cents. Imprinting professional 
card: Under 1,000, 50 cents per 100; 
1,000 and over, 25 cents per 100. 











‘Proper Ventilation of the Nose 
and Accessory 


The American Osteopathic Association, 





f= | 
540 N. Michigan Ave., Chicago Sinuses i 1S 
Important 
Date..._.. in relieving inflamma- 
tory nasal obstruction, 
Please enter my order for.............. pi nes congestion, acute 





coryza and attendant dis- 
comforts. 

It is equally important 
that the medication you 


of Osteopathic Briefs, as follows: 























No. 1 .........----------» No. 10 ..............-.-- use to obtain this is not 
ee 7 ee over-medicated to the 
point of injuring the cilia 
I i ia SN  sicesiinicsinnintentiie 7 and increasing rather 
than decreasing conges- 
OS ee eee tion. 
Sh eee i Penetro Nose Drops 
are not over-medicated. 
I ics aa a They contain Ephedrine, 
Menthol, Camphor and 
ROG ictssosinieainnnisooabinn Ps I seciccecticihieeteenaiiin Eucalyptol in wanes 
ti - -~ 
~~ a proportions in minera 
NO. intense eer iiti—-—_~1—.6 °° °° °° °° ° °° °° §€6§6— 
c/o St. Joseph Laboratories 
With C7] or without [J professional card Bemghia, Tenncssse | 
Please have my druggist deliver to me without charge samples 
of Penetro Nose Drops, for clinical tests. | 
| Druggist 
Name | | Street Address. | 
City. State 
Doctor. | 
Address _....... Street Address. 
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Borne 
© (YREOSOTE, taken as 2 
_U stimulant-expectorant in 
| fespiratory diseases, brings its 
action to bear directly on the 
bronchial mucous mem- 
branes. In Liquid Peptonoids 
with Creosote the disagreeable 
taste of creosote is effectively 
disguised and covered. Its 
burning acrid sensation and 
localized irritating effect on 
| mucous membranes is ren- 
; dered bland and non-caustic. 


Diagram of path- 
way of ingested 


LIQUID PEPTONOIDS 
WITH CREOSOTE 


creosote—from the 
mouth, to bron- 


chial mucosa 


by virtue of the peculiar combination of creosote and 
guaiacol with Liquid Peptonoids (predigested beef, 
milk and wheat) is free from the objections to the 
use of the drug alone or as used in many other com- 
binations. Each tablespoonful contains two minims of 
Beechwood creosote reinforced with one minim of 
guaiacol — free from narcotics and perfectly tolerable. 
Continued professional use attests its value as an effec- 
tive agent for the relief of coughs. It is valuable as a 
bronchial sedative and exhibits marked ability to 
relieve acute or chronic bronchitis. 


Arlington 


CHEMICAL COMPANY 
YONKERS, N. Y. 















For Sale 


Through the courtesy of the American College of 
Osteopathic Surgeons we are able to offer mem- 
bers a few bound copies of the 


SURGICAL SUPPLEMENT 


which was run in four issues of the Journal of 
A.O.A. during the past year. 64 pages. Indexed. 
Price $1.00 per copy. 


A.O.A. 540 N. MICHIGAN AVE. CHICAGO, ILL. 
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ON 
JANUARY 23, 1939 


A new Freshman class will be admitted on Monday, 
January 23, 1939. The Mid-Year class is usually 
small. This is a good time to begin school. Address 


all inquiries to: 


THE DEAN 


Kirksville College of 
Osteopathy and Surgery 


Kirksville, Missouri 


Entrance requirements—One year of approved College 


or University credit 




















CAN 


BE STANDARDIZED? 





Vitamins Have Been Standardized in Units, But 


10 units of Vitamin A in spinach are ten times as effective as 10 units 
of Vitamin A in fish liver oils, besides producing a more prolonged 
action.* 


10 units of Vitamin D in viosterol do not give as much protection as 
ONE unit of Vitamin D in plain cod liver oil.** 


And there are countless other contradictions met in the attempt to 
“measure” Vitamins. Because of these contradictions we maintain that 
the units commonly used are fallacious and misleading. 


Vitamins should be standardized, we admit, but they should be meas- 
ured by RESULT IN THE HUMAN BODY, and so far no unit of 
that kind has been perfected. 


Meanwhile, you ask, “How shall I determine the comparative efficacy 
of Vitamins?” And we answer, use common sense—use only products 


of KNOWN CLINICAL VALUE. Ask the man who has used them, 


or make your own tests. 


The Vitamin Products Company has consistently followed the policy 
of recognizing clinical tests as the only practical criterion of merit. 
We believe our reputation for the definite results obtained from V. P. 
Concentrates is a far better guide to prospective users and prescribers 
than any other attempts at “scientific” measurement. 


Write for further information. 


*Abstract of Frederichsen, C. and Edmund, Carsten, Studies of Hypovitaminosis A:II. A New Method for 
Testing the Resorption of Vitamin A from Medicaments, American Journal of Diseases of Children, 53:89-109, 
January, 1937; III. Clinical Experiments in the Vitamin A Balance in Children after Various Diets, ibid, 
53:1179-1201, March, 1937. 


**Abstract of DeSanctis, Adolph and Craig, J. D., A Five-Year Clinical Study of the Prophylactic Value of 
Antirachitic Agents, N. Y. State Journal of Medicine, 34:16, 712-714, 1934 
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